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EPHRAIM McDOWELL, THE FATHER OF OVARIOTOMY' 


By J. RIDDLE 


T the close of our last meeting one 
year ago I expressed the hope that the 
Great Reaper would find no harvest 
in our midst during the intervening 
months, that all should enjoy the best of 
health, and an assured return to this meeting in 
New York. Alas! it is to be said with deep 
regret that three of our number will return 


no more. Dr. Edebohls died August 8, 1908, 
Dr. Murray, February 27, 1909, and Dr. 


Reamy, March 11, of this year. All con- 
tributed loyally, each in his individual sphere, 
to the advancement of our art through the 
medium of our Transactions. We shall miss 
their enthusiasm, their wise counsel, and their 
genial presence. Our estimate of their in- 
dividual characters and worth will have fuller 
expression in another place and from those more 
worthy to do them justice. 

As the distinguishing mark of this meeting 
is the commemoration of McDowell’s great 
achievement in conclusively demonstrating that 
odphorectomy was a justifiable and life sav- 
ing operation, it seems to me appropriate to 
refresh your memories by a brief review of the 
circumstances attending this great achieve- 
ment. 

Just one hundred years ago, in the year of 
Our Lord, 1809, Ephraim McDowell, a physi- 
cian and surgeon, in the little country town of 
Danville, Kentucky, incised the abdomen of 
a woman and removed therefrom an ovarian 
tumor after ligating its pedicle. How simple 
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an act this seems to all of us to-day! And 
yet it was a deed that, like the first shot at 
Lexington, has reverberated around the world. 
The significance of it resides in the fact that 
it was the first time in the history of man that 
it had ever been done. It was an act that, in 
its far-reaching consequences, has immortal- 
ized McDowell, and makes us glad to be here 
to-day to pay tribute to the keen surgical 
instincts and the courage, of the man who 
dared. 

Ovarian cysts had from the remotest time 
been the scourge of womankind. It was 
indeed a malignant disease, the victim of 
which, after the tumor had attained a size to 
be recognizable, lived from two to three years, 
suffered untold agonies, and died of exhaustion. 
Numberless autopsies had been performed 
upon these unfortunates. The pathology of 
the disease was known, and the general ad- 
hesions that were so uniformly present in the 
advanced stages, with frequent suppuration 
within the cyst,— these all, combined with 
the supreme respect entertained for the peri- 
toneal cavity, forbade any but the boldest 
entertaining any idea of attacking a case with 
the hope of removal, and absolutely prevented 
any surgeon from undertaking it. The treat- 
ment as practiced by an occasional, unusually 
bold surgeon, consisted in tapping and some- 
times even making a short incision to evacuate 
the cyst. This however was rarely resorted 
to till the patient was almost in extremis and 


1 The President’s Address delivered before the American Gynecological Society upon the celebration of the Centennial Anniversary of 
McDowell’s operation, at the thirty-fourth annual meeting of the society, 1909. 
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the cyst colloid, hemorrhagic, or suppurating. 
Iodine injections were then applied and efforts 
made to stop the secretion of the cyst and 
cause it to cicatrize. These sad and hope- 
less cases were on every hand, and the despair 
of the profession. 

Like a piercing ray of sunshine out of the 
western sky, came the message that an un- 
known surgeon, in the backwoods of Ken- 
tucky, had proposed, no, not proposed, but 
actually done the deed that solved the problem 
and emancipated women from this awful curse. 
Was he an angel of light? Was his inspiration 
a gift from heaven? Whence came he and 
who was he? 

Ephraim McDowell, the son of Scotch-Irish 
parents, was born in one of the southern tier 
counties of the State of Pennsylvania, Nov- 
ember 11, 1771. When a child the family 
migrated to Rockbridge County, Va. There 
they lived for eleven years, when they became 
enthused with the idea of going west, and with 
their household goods made their way over 
the mountains, where they joined their for- 
tunes with the early founders of the town of 
Danville, Ky. 

The subject of our sketch received such 


early intellectual training as was to be secured 
at the home fireside, and in private schools of 


the neighborhood. As soon as he decided 
to make medicine his profession he returned 
to their former vicinage in Virginia, and re- 
mained two or three years as a medical student 
in the office of a Dr. Humphrey, of Stanton. 
This was doubtless very desultory work, but 
in the year 1793, when twenty-three years of 
age, he went to Edinburg, Scotland, and at- 
tended the University for one or two winters. 
It is interesting to know that Drs. Hosack 
and Davadge, of New York, were also students 
in Edinburg at this time. We are also told 
that in addition to the University course, 
McDowell listened to the private lectures of 
John Bell, the most able, eloquent, and gifted 
of Scotch surgeons of that day. Bell at that 
time was greatly interested in the diseases of the 
ovary, and in his impressive manner painted 
in startling colors the inevitable death to 
which the victims of ovarian cysts were doomed. 
It is said that Bell even suggested the hope that 
success might attend an operation for removal. 
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There seems to have been at that time quite 
a stirring of thought in this direction, in the 
minds of several prominent surgeons. In 
this they were simply emphasizing the sug- 
gestions made years before by William Hunter, 
John Hunter, and others. William Hunter 
is quoted as saying: “It has been proposed 
indeed by modern, surgeons deservedly of 
first reputation, to attempt a radical cure by 
incision and suppuration; and by the excision 
of the cyst. I am of opinion that excision 
can hardly be attempted; and that incision 
and suppuration will be found by experience 
to be an operation that cannot be recommended 
but under very particular circumstances. The 
trocar is almost the only palliative.’ So 
far as I can discover this is the first record of 
any suggestion of the possibility of excising 
the cyst and then only in the most discouraging 
terms. This was in 1757. 

In 1786 John Hunter said “if taken in their 
incipient stage hyatids of the ovary might be 
taken out, as they generally render life dis- 
agreeable for a year or two and kill in the end. 
There is no reason why women should not 
bear spaying as well as other animals.” The 
possibility of extirpating the diseased ovary 
was also discussed theoretically in lectures 
before the Royal Academy of Surgery of Paris 
as early as 1774 by Delaporte and Morand. 

Whether or not John Bell referred in his 
lectures to these various suggestions we know 
not, nor have we any intimation from Mc- 
Dowell that he acted upon any hint or sug- 
gestion that he received while abroad. About 
the middle of the last century medical literature 
was so thoroughly ransacked and scrutinized 
in the attempt by enthusiasts of England, Ger- 
many, and France to gain — each for his own 
country —the honor of being first in this 
field, that the slightest passing suggestions 
have been brought into the limelight and 
made to do duty in claiming honors in this 
connection. So that much that is common 
information now may have been entirely un- 
known at that time even to the most prominent 
surgeons and teachers. 

It is natural to infer however that McDowell 
received his inspiration for the operation from 
John Bell, and when the proper circumstances 
for its application presented, he rose to the 
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occasion and boldly applied the remedy. The 
courage required to meet this emergency can 
only be appreciated when we reflect that 
anesthesia was unknown; that hypodermic 
needles for administration of stimulants or 
morphine as the case required, had not been 
invented. That saline injections for relief 
of shock were still in the future. That the 
operator had no equally skilled colleague to 
aid in the work, and the trained nurse was as 
yet untrained. Fortunately for the operator’s 
steadiness of nerve, sepsis and asepsis were 
not to be reckoned with, for they too were 
unknown. So he had no qualms of conscience 
on that score. 

His report on the case is simple, direct, and 
convincing. He says: “In December, 1809, 
I was called to see a Mrs. Crawford, who had 
for several months thought herself pregnant. 
She was afflicted with pains similar to labor 
pains, from which she could find no relief. 
So strong was the presumption of her being 
in the last stage of pregnancy, that two physi- 
cians, who were consulted on her case, re- 
quested my aid in delivering her. The 
abdomen was consideralby enlarged, and had 
the appearance of pregnancy, though the in- 


clination of the tumor was to one side, admitting 


of an easy removal to the other. Upon exam- 
ination per vaginum I found nothing in the 
uterus; which induced the conclusion that 
it must be an enlarged ovarium. Having 
never seen so large a substance extracted, 
nor heard of an attempt, or success attending 
any operation such as this required, I gave 
to the unhappy woman information of her 
dangerous situation. She appeared willing 
to undergo an experiment, which I proposed 
to perform if she would come to Danville 
(the town where I lived), a distance of sixty 
miles from her place of residence. This 
appeared almost impracticable by many, even 
the most favorable conveyance, though she 
performed the journey in a few days on horse- 
back. With the assistance of my nephew 
and colleague, James McDowell, M. D., I 
commenced the operation, which, was con- 
cluded as follows: Having placed her on a 
table of the ordinary height, on her back, 
and removed all her dressing which might 
in any way impede the operation, I made an 
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incision about three inches from the musculus 
rectus abdominis, on the left side, continuing 
the same nine inches in length, parallel with 
the fibres of the above-named muscle extend- 
ing into the cavity of the abdomen, the parietes 
of which were a good deal contused, which 
we ascribed to the resting of the tumor on 
the horn of the saddle during the journey. The 
tumor then appeared full in view, but was so 
large that we could not take it away entire. 
We put a strong ligature around the Fallopian 
tube near to the uterus; we then cut open the 
tumor, which was the ovarium and fimbrious 
part of the Fallopian tube very much enlarged. 
We took out fifteen pounds of a dirty, gela- 
tinous-looking substance; after which we cut 
through the Fallopian tube and_ extracted 
the sac, which weighed seven pounds and a 
half. As soon as the external opening was 
made, the intestines rushed out upon the table, 
and so completely was the abdomen filled 
by the tumor, that they could not be replaced 
during the operation, which was terminated in 
about twenty-five minutes. We then turned 
her upon her left side so as to permit the blood 
to escape, after which we closed the external 
opening with the interrupted suture, leaving 
out, at the lower end of the incision, the liga 
ture which surrounded the Fallopian tube. 
Between every two stitches we put a strip of 
adhesive plaster, which, by keeping the parts 
in contact, hastened the healing of the incision. 
We then applied the usual dressing, put her 
to bed, and prescribed a strict observance of 
the antiphlogistic regimen. In five days I 
visited her, and much to my astonishment 
found her engaged in making up her bed. 
I gave her particular caution for the future, 
and in twenty-five days she returned home 
as she came, in good health, which she con- 
tinues to enjoy.” 

From a later note we learn that Mrs. Craw- 
ford lived till March 30, 1841, when she died, 
in the 79th year of her age. All glory to the 
stout-hearted woman who submitted to this 
experiment in the face of such terrific suffering 
and jeopardy. 

The account of the operation as given above, 
is the one that McDowell prepared, and in con- 
nection with two other cases, all of which were 
successful, he sent to Philadelphia for pub- 





452 


lication in the year 1816; seven years after 
the first operation. This report was pub- 
lished in a Philadelphia medical journal 
called The Eclectic Repertory and Analytical 
Review, October, 1816. The date of the 
first case was December, 1809, the second, 
1813, and the third, May, 1816. The first 
case was reported quite fully, the other two 
were not described in detail, the technique 
being omitted, except in so far as certain 
variations were made to meet special indica- 
tions. It is natural to infer therefore, that 
with the exception of these variations the 
technique of the first case was followed. 

The statement that this operation had 
actually been performed seemed so incredible 
that it is no wonder that surgeons and medical 
editors searched the record of the cases for 
reasons to justify their incredulity. In the 
Eclectic Repertory, 1817, one year after the 
appearance of McDowell’s report, Dr. Ezra 
Michener, of Philadelphia, reported a ‘case 
of diseased ovarium.” The patient died 
without operation, and at autopsy the “uterus 
and tumor were found so intimately united 
as to render it impossible to distinguish or 
separate them.”” Dr. James, of Philadelphia, 


a distinguished teacher of Obstetrics, was 


mentioned as having been in consultation. 
After reporting his case, the author, Dr. 
Michener, proceeds to comment upon Mc- 
Dowell’s operation as follows: “It is a wish 
to give you a counterpart of Dr. McDowell’s 
paper that induces me to offer this account 
for your disposal. While his hand holds 
forth the successful blade as an ensign for the 
bold and dexterous surgeon, may I humbly 
point to the dangers which lurk under the 
obscure and delusive indications of this species 
of disease. It is much to be regretted that 
cases so interesting to the community as those 
of Dr. McDowell, and as novel as interesting, 
should come before the public in such a man- 
ner as to frustrate the intention of becoming 
useful. Far be it from me to arraign the prob- 
ity of Dr. McDowell. If the cases he relates 
are — as I sincerely hope them to be — cor- 
rectly stated, no remarks of mine can detract 
from his merit.” 

Just one year later, 1818, in the same med- 
ical journal, Dr. Henderson, of Washington, 
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published an article entitled “On Ovarian 
Diseases and Abdominal Steatoma.’”’ The case 
reported was diagnosed as a tumor not con- 
nected with the uterus or the bladder. The 
tumor was tapped but no fluid was found and 
death followed three weeks later. At autopsy 
the tumor was found to be a steatoma of the 
deep layers of the abdominal wall, projecting 
into the abdominal cavity, and weighed about 
nine pounds. A small dermoid cyst of the 
right ovary was also discovered. At the close 
of this report the author comments upon Dr. 
Michener’s criticisms of Dr. McDowell’s 
operation, closing with the remark that “ Dr. 
Michener will probably live to see the time 
when he will with pleasure acknowledge the 
inapplicability of the views held out in his 
paper to the power of the surgeons discernment 
and the effect of his knife.” 

This article of Dr. Henderson’s came to 
the notice of Dr. McDowell. He thereupon 
indicted a letter to Dr. James, the consultant 
in Dr. Michener’s case, replying to the latter’s 
criticisms. The date of publication of this 
letter is September, 1819. He says ‘Since 
my former communication I have twice per- 
formed the operation of excising, which cases 
are subjoined.”” The length of incision in 
McDowell’s first case was stated in the report 
at nine inches, but in the letter he says “As 
I did not actually measure the incision it 
would perhaps have been better to have said 
an incision was made about three inches to 
the left of the musculus rectus, extending 
from the margin of the ribs to the os pubis 
on a woman whose abdomen was distended 
by a tumor to an enormous size.” 

The idea of the patient’s abdomen having 
been abraded by the horns of a_ sidesaddle 
had been ridiculed and to this McDowell 
made answer. 

The statement that McDowell found his 
patient making her bed on the fifth day after 
the operation had also been a subject of com- 
ment. To this he retorted, “The doctor’s 
skepticism alone appears to have carried him 
through the statement, and I am surprised that 
he will even admit the fact of her returning 
home on horseback in five and twenty days 
after the operation, a distance of seventy 
miles, and in the depth of winter.” The 
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statement that the patient was up and making 
her bed on the fifth day after the operation, 
while surpassing the credulity of surgeons 
of his time is quite comprehensible in these 
later days of early getting up after operation. 

In reply to the alleged meagerness of his 
report he adds: “I thought my statement 
sufficiently explicit to warrant any surgeon 
performing the operation when necessary, 
without hazarding the odium of making an 
experiment, and I think my description of 
the mode of operating, and of the anatomy of 
the parts concerned, clear enough to enable any 
anatomist, possessing the judgment requisite 
for a surgeon, to operate with safety. I hope 
no operator of any other description may ever 
attempt it. It is my most ardent wish that 
this operation may remain, to the mechanical 
surgeon, forever incomprehensible.”’ 

Upon this prima facia evidence rests the 
claim of Ephraim McDowell to the hono of 
being the first ovariotomist. Dr. Gross, of 
Philadelphia, in investigating this subject 
many years ago secured the reports of three 
more cases which McDowell had written in 
letters to various surgeons who had sent him 
the cases for operation or which these surgeons 
supplied. 


Of the eight cases reported by Mc- 
Dowell (four in white and four in negro women) 
five were completed, three were unfinished 


but recovered. Of the five completed oper- 
ations (two white, three black) one, a negro, 
died. Mortality of completed operations, 
twenty per cent. 

In addition to this we have the testimony of 
his nephew, Dr. Wm. A. McDowell, who was 
for five years his pupil and assistant and two 
years his partner, who tells us that his uncle 
performed ovariotomy thirteen times, with 
eight recoveries. This statement is also at- 
tested by Dr. Alban G. Smith, an assistant of 
McDowell, and himself a successful ovarioto- 
mist during his subsequent career. 

The second ovariotomist in this country, 
and indeed in the world, was Dr. Nathan 
Smith, then Professor of Surgery in Yale 
College, New Haven, Connecticut. This oper- 
ation was as truly original as Dr. McDowell’s, 
Dr. Smith being at the time entirely unaware 
of Dr. McDowell’s work. It was performed 
at Norwich, Vermont, July 5, 1821, and was 
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reported in the American Medical Recorder, 
Philadelphia, for June, 1822, also in the Edin- 
burg Medical and Surgical Journal for October, 
1822. Dr. Smith’s technic differed in several 
details from that of McDowell: He made a 
short incision below the umbilicus, only three 
inches long, tapped the cyst, and drew out the 
sac. The omentum being adherent, it was 
detached and two arteries in it tied with leather 
ligatures (narrow strips cut from a kid glove). 
Two arteries in the pedicle were also tied, 
the latter being dropped into the peritoneal 
cavity and the incision closed. The cyst con- 
tained eight pints of fluid. Convalescence was 
smooth and uneventful. The patient sat up 
and walked at the end of three weeks. 

Dr. Smith states that he was led to perform 
the above operation from the fear the patient 
had of speedy death from the growth of the 
tumor, and from the fact that he had learned 
from an autopsy, and from several specimens 
of dropsical ovaries in his possession, that ad- 
hesions were absent, or so slight as to be 
of no practical consequence in an operation 
for removal. He further states that “The 
operation pursued in the above case is the 
same as I have described to my pupils in 
several of my last courses of lectures on surgery. 
The result has justified my previous opinions.” 

In the same publication, and on the same 
authority, Prof. Smith is credited with two 
other cases “in which he attempted the oper- 
ation but was compelled to desist.” The 
first case referred to was that of a fibrous growth 
of the uterus, and in the second, the tumor 
doubtless an ovarian cyst, completely filling 
the abdominal cavity. The latter patient 
had been tapped two or three times previously. 
The adhesions were found so extensive and 
firm that the operation had to be abandoned. 
In both instances recovery followed these 
unfinished operations. 

America is entitled to the distinction there- 
fore, not only of having two originators of 
ovariotomy, one with the long incision and 
one with short, but she had also two education- 
al centers directing the attention of the pro- 
fession thereto. Philadelphia, at the time 
McDowell sent there the reports of his five 
operations for removal of diseased ovaries, 
to be published in the Eclectic Repertory, was 
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the greatest center of medical teaching in this 
country. The medical journal referred to 
was as respectable and widely known as any 
other then published in the United States. 
Not only had the reports of these unique 
cases in all their details been brought to the 
notice of the large number of readers of this 
periodical, both at home and abroad, at the 
date in question; but there had also appeared 
from time to time, in the subsequent issues of 
this journal sharp criticisms of the teachings 
of McDowell, as well as articles in defense 
of them, not only by himself, but by others. 
All this, therefore, tended to prove beyond 
question that there was an extended knowledge 
among intelligent and well informed phy- 
cians at that period of the great triumphs 
of the Kentucky surgeon. Besides this, Prof. 
James, then one of the ablest teachers of 
obstetrics and diseases of women in. this 
country (to whom Dr. McDowell directly 
addressed his paper, September, 1819, accom- 
panying it with a dignified and convincing 
defense of the principles of his operation), 
availed himself of every opportunity to make 
known to his large classes the character of 
these brilliant operations and the influence 
they would have upon the profession. 

In the city of New Haven, Connecticut, we 
find another centre of medical teaching, Dr. 
Nathan Smith was directing attention to the 
same subject. 

A most interesting feature in the establish- 
ment of the authenticity of McDowell’s cases 
now presents itself. In recognition of the 
obligation McDowell felt to his former teach- 
er, John Bell, of Edinburg, for his in- 
spiration in undertaking his first experiment, 
as well as a possible feeling of pride in the 
pleasure his former teacher would experience 
in knowing that one of his pupils had accom- 
plished the deed that he had pictured as an 
ideal procedure, he sent a duplicate copy of 
the report of his cases to him at Edinburg. 
It so happened that John Bell at this time 
had gone to the continent for his health, where 
he remained until his death. The MSS. there- 
fore fell into the hands of Mr. Lizars, who 
had charge of Mr. Bell’s patients and 
professional correspondence. McDowell’s re- 
port of his first three cases intended for Mr. 


Bell, was allowed to slumber in Mr. Lizars’ 
possession for more than seven years, when 
Mr. Lizars' published a case of attempted 
ovariotomy by himself. As a justification of 
his bold undertaking, and probably with the 
idea of doing justice to McDowell, appended 
thereto, McDowell’s report; this was in 1824. 
Lizars had mistaken a phantom tumor with 
thick abdominal walls, for an ovarian cyst; 
had incised the abdomen from two inches below 
the ensiform cartilage, to the crista of the os 
pubis. He found no tumor and closed the 
incision. 

Peaslee’s comment upon this reads: “In 
such circumstances, Dr. McDowell’s report 
of three cases afforded a precedent for Lizars’ 
operation, if it did not indorse his diagnosis.”’ 

Mr. Lizars does not refer to the case of 
Nathan Smith, performed at Norwich, Ver- 
mont, on July 5, 1821, and reported two years 
previously, in the same journal in which his 
article now appeared, except to remark that 
Dr. Smith of Connecticut had lately performed 
the operation successfully. 

This appearance of McDowell’s report 
came as a startling piece of intelligence to the 
professional world of Great Britain. It was 
received with great incredulity. The editor 
of The Medical Chirurgical Review, January, 
1825, remarking: ‘‘ We cannot bring ourselves 
to credit the statement. Credat judeus non 
ego.’ He also adds in a succeeding number 
of his journal: “In despite of all that has 
been written respecting this cruel operation, 
we entirely disbelieve that it has ever been 
performed with success, nor do we think it 
ever will.’ This same spirit of opposition 
had already declared itself in the very journal, 
The Eclectic Repertory, of Philadelphia, in 
which McDowell first published his report, 
as I have already narrated. 

Through the history of the ages we find 
that when a new idea has been suggested, 
or a discovery made by a physician or surgeon, 
the first impulse of the profession has been to 
denounce it in bitter and sarcastic terms, and 
to condemn the innovator to the scorn and 
condemnation of his professional brethren. 
This was true of Harvey, Jenner, Paré, Oliver 
Wendell Holmes, and all the rest. 


1 Edinburg Medical and Surgical Journal, October, 1822. 
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Harvey says in Anatomical Disquisition 
on the Motion of the Heart and Blood in 
Animals, chapter 1st: “I have not hesitated 
to express my views upon this subject in my 
anatomical lectures after the manner of the 
Academy of old. These views pleased some 
more, others less; some chid and calumniated 
me and laid it to me as a crime that I had dared 
to depart from the opinion and precepts of all 
anatomists. Others desired further explana- 
tions of the novelites which they said were 
both worthy of consideration and might per- 
chance be found of signal use. At length 
yielding to the requests of my friends that all 
might be participators in my labors and partly 
moved by the envy of others, who receiving 
my views with uncandid minds, and under- 
standing them differently, have essayed to 
traduce me publicly, I have been moved to 
commit these things to the press.” 

Paré demonstrated the efficiency and ad- 
vantages of the ligature over the cautery for 
the control of hemorrhage in 1564, and yet 
it was not adopted by the profession for over 
two hundred years. 

Jenner, who conferred one of the inestimable 
boons upon his fellow man in vaccination 
against smallpox, in writing to a friend after 
cautioning him to keep his work secret, said: 
“Should anything untoward turn up in my 
experiments I should be made, particularly by 
my medical brethren, the subject of ridicule 
— for I am the mark they all shoot at.” In 
1798, after making his crucial test of intro- 
ducing matter from a small pustule into the 
arm of a boy who had been previously in- 
oculated with cowpox, and the boy remaining 
perfectly well, he applied to the Royal Society, 
of London, for permission to present his con- 
clusions before that body. The President of 
the Society replied that he, Jenner, “should 
be cautious and prudent, and ought not risk 
his reputation by presenting to the learned body 
anything which appeared so much at variance 
with established knowledge and with all so 
incredible.” 

Oliver Wendell Holmes, when he presented 
his theory of puerperal fever, was met with a 
blast of bitter sarcasm and denunciation on 
every hand. The opposition in this instance 
is much more comprehensible than in the 


former cases, for it branded every member 
of the profession, who had had cases of puer- 
peral sepsis in his practice, in his conscience 
at least, with the mark of blood guiltiness. 
How courageously Holmes met these critic- 
cisms, and his traducers, we all know. 

McDowell in his first five cases established 
about all the distinctive and important prin- 
ciples in the technic of o6phorectomy. Except 
in the one particular of aseptic precautions 
it is surprising how minutely, especially in 
cases of large tumors, the ovariotomist of to- 
day follows him in the successive steps of the 
operation and how few improvements have 
been made. 

1. In the first case and in five others of his 
series he made, offhand, his sweeping long 
incision laying open the abdomen from the 
border of the ribs to the spine of the pubis, 
sometimes at the outer border of the rectus, 
sometimes in the median line. In two cases, 
the third and the sixth, he used the short 
median incision below the umbilicus. 

2. The principle of regarding the short in- 
cision as exploratory, inserting one finger or 
hand for exploration in diagnosis, holding in 
reserve the practicability of enlarging the 
incision and completing the operation or 
puncturing and draining the cyst when re- 
moval was impossible. 

3. The practice of avoiding the umbilicus 
in extending the incision, going around it to 
the right or left. 

4. The practice of turning the patient upon 
her side to prevent the fluid getting into the 
peritoneal cavity or emptying it when it had 
escaped into it. 

5. The principle of transfixing the tissue 
of the pedicle with the ligature to prevent 
slipping. This he applied after the slipping of 
the ligature in one of his cases. In this case 
and in one other he cut the ligature short 
and dropped the pedicle into the abdominal 
cavity. 

6. The closure of the wound with interrupted 
sutures together with broad adhesive strips 
and the application of compress and abdominal 
binder. 

To McDowell therefore we are indebted 
not only for demonstrating the possibility of 
excising an ovarian tumor but also for exhibit- 
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ing at his first operation an almost perfect 
technic. In reporting his cases he said almost 
nothing however about the after treatment. 
Undoubtedly it was this omission that gave 
occasion for the doubts and criticisms that 
were showered upon him. Prompted doubt- 
less by a desire to avoid this unfortunate 
experience, his early successors especially 
Lizars in 1824, and Charles Clay in 1843 
elaborated the after treatment to the fullest 
extent. The thoroughness with which the 
early operators thought out the minute details 
of their operations and carried them into 
execution is indicative moreover of their keen 
surgical sense and their familiarity with the 
exigencies of surgical work. 

It is interesting to note how carefully they 
considered and anticipated all the questions 
that even during the last quarter of a century 
we have been contending about. Where 
indeed is to be found a more pointed illustra- 
tion of the saying that the vaunted discoveries 
of the present are only the commonplaces of the 
past? For instance, Clay discusses the pre- 
liminary treatment of the bowels recommend- 
ing compound Jalap powder and inspissated 
ox gall. Lizars advocated a temperature of 
80° for the operating room; Clay 68° to 70°. 
They both used and praised the long incision 
from the border of the ribs to the pubis. 
Clay wrapped the intestines in a cloth dipped 
in a solution of lard and hot water, emphasiz- 
ing the importance of handling them as little 
as possible. He thought the adhesions were 
severed best by cutting rather than tearing 
with the fingers, insisted that as little opium 
and stimulants should be given as possible, 
and even used the rectal tube for the escape 
of flatus. I remember distinctly when this 
last device —-the rectal tube — was _intro- 
duced into the Woman’s Hospital during my 
term of service as interne, as a most happy 
and novel contrivance. A few years since a 
surgeon out West suggested marking the 
abdomen with lines of nitrate of silver across 
the line of incision, in cases of greatly distended 
abdomen, so that the same parts might be 
brought into apposition in suturing the wound 
subsequently. And yet this device was used 
and recommended by Lizars. Clay took the 
advanced position that ovarian tumors shoyld 


not be tapped, because it produced adhesions 
and so complicated subsequent operations. 

The remarkable feature of the after care 
of their patients was bleeding. It is inter- 
esting to note what unbounded faith the early 
operators had in it. Lizars applied this treat- 
ment .in a most heroic manner in his after- 
treatment of ovariotomy. He says in describ- 
ing his first case: “Six hours after the operation, 
bled her to syncope, which occurred when 
rr ounces of blood were extracted. Next 
morning skin felt hot, tongue was white and 
a little crusted, so I repeated the bleeding to 
syncope, which occurred when 13 ounces were 
abstracted. After the bleeding she felt easier 
and by evening the symptoms had disappeared. 
Toast water, tea, coffee, and warm gruels 
were administered, also five drops-of opium 
which staid on her stomach. Second morn- 
ing felt much better; breathing natural, pulse 
go and soft, skin cool and soft, tongue white 
and moist, the bladder still required the cath- 
eter. Conditions continued favorable until 
the evening of the third day. Wound dressed 
and found in good condition. At 8 p. m., 
pain in right iliac region darting upward, 
pulse 108 full and strong, skin hot and some 
thirst. I therefore bled her to fainting which 
followed after 16 ounces were abstracted. 
In an hour afterward a domestic enema was 
given and lastly the sedative of opium; enema 
operated well and she fell asleep.” 

Third case died “although she had been 
bled to syncope three times,” on the third and 
fourth days. Autopsy showed adhesions 
throughout the abdomen, the Fallopian tube 
turgid and red in color. “From these ap- 
pearances and the symptoms after the opera- 
tion” the author says, “I am of the opinion 
that blood-letting should have been had 
recourse to on the evening of the day of the 
operation. Her emaciated frame and en- 
feebled constitution deterred us from acting 
with the same promptitude and vigor as in 
the other cases.” He draws the following 
and impressive lesson: “In every case of this 
operation bleeding should be performed when- 
ever the pulse rallies after the operation and 
repeated again and again as may appear 
prudent and necessary.” 

In the next case, the fourth, he puts this 
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maxim into practice: “Although the pulse 
was 64 and soft, within a few hours after the 
operation 20 ounces of blood were taken from 
the arm for ‘prudential motives’.”” The 
notes continue: At 7 p. m., first day, pulse 
86, full and hard, bled to 35 ounces, after which 
she felt much relieved. 8 p. m., pulse 108, 
soft and full, skin moist, tongue natural, 20 
ounces of blood taken from the arm. 

If patients could survive such treatment 
it is not to be wondered at that Lizars in his 
paper published in 1824, set forth the follow- 
ing conclusions: “From these cases there is 
little danger to apprehend in the laying open 
of the abdominal cavity; that in diseased 
ovarium, extrauterine conceptions with de- 
formity of the pelvis preventing umbryulcia, 
aneurism of the common or internal iliac 
arteries or of the aorta, vulvulus, internal 
hernia, cancer of the uterus, and foreign 
bodies in the stomach threatening death, we 
should have recourse early to gastrotomy. 
Delay in such cases is more dangerous than 
operation.” 

Time does not permit me to dwell upon the 
courageous and noble work of our own country- 
men, John and Washington L. Atlee, of 
Kimball, and of Peaslee, all of whom in the 
face of bitterest opposition and denunciation 
on the part of their professional brethren 
stood by their surgical convictions, responded 
to the call of suffering women, and compelled 
the acceptance of odphorectomy as a justifiable 
operation. They were valiant knights as ever 
drew blade in defense of right and justice. 

The dominant characters in this great 
drama however were Ephraim McDowell, 
of Danville, and Charles Clay, of Manchester, 
England. From the brain and the hand of 
McDowell the operative technic sprang forth 
almost in its perfection and the painstaking 
after-treatment of Clay elaborated the opera- 
tion into a complete procedure. 

And what shall we say of this procedure? 
What has it done and what is it doing for 
womankind? Peaslee, in his classic work 
on ovariotomy, says that it excels all other 
strictly surgical operations in its life-pro- 
longing results to woman. In 1870 he made 
a critical analysis of all the recorded cases of 
ovariotomy up to that date and basing his 
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calculation upon the known law of the length 
of life of a woman who has an ovarian tumor 
uninterfered with, and the probabilities of 
the longevity of healthy women of correspond- 
ing age, according tothe most approved tables 
of life insurance, and demonstrated that in 
the United States and Great Britain alone 
ovariotomy had during the preceding thirty 
years directly contributed more than thirty 
thousand years of active life to woman; all 
of which would have been lost, had ovariotomy 
never been performed,— to say nothing of 
saving her more than a thousand years of 
untold suffering. If within the short space 
of thirty years and that too in the early de- 
velopmental stage of the operation it gave to 
the world thirty thousand years of the sweet 
uplifting influence of woman, who can estimate 
the zons of years that have been added to the 
longevity and the influence of woman since that 
date? 

Ovariotomy has been termed “an operation 
without its parallel”; “an operation fraught 
with happiness.” Koeberle of Strasburg said 
of it: “It is one of the most convincing titles 
to glory, of our surgical epoch.” Surely in 
its far reaching potentiality it ranks second 
only to one other great discovery which our 
country has given to surgery and the world, 
viz.; anesthesia, and together with Listerism 
— asepsis — forms the trinity of modern sur- 
gical achievement. 

And now as a closing word what shall we 
say of Ephraim McDowell? We find that 
he was an amiable, simple-hearted man, free 
from worldly ambition, in love with his pro- 
fession and devoted to his work. He had been 
well grounded in the broad principles of sur- 
gery as understood in his day, and being thrown 
upon his own resources in his life on the 
frontier, he unhesitatingly applied them in 
whatever way the individual cases demanded. 
The characteristic of the man’s life was 
simplicity, and therein was revealed his great- 
ness. Jackson says, “His practice extended 
in every direction; persons came to him for 
treatment from all the neighboring states, 
and he frequently took horseback journeys 
for hundred of miles. We may say that he 
stood facile princeps in surgery west of the 
Alleghenies. He is to be accepted as being 
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in the habit of performing every surgical 
operation then taught in the science.” 

He had the reputation of being extremely 
successful in lithotomy as well as in strangu- 
lated hernia. What more natural then when 
Mrs. Crawford expressed her willingness to 
undergo what he represented to her as an 
experiment, without apparent consciousness 
of doing anything more than relieving the 
case in hand, he applied the universal principle 
of extirpating the seat of disease at its source ? 
It proved life-saving, and lo! a great and new 
epoch of surgery was inaugurated. 

A hundred years — a century — have rolled 
by since that date and yet the luster of Mc- 
Dowell’s achievement has grown steadily 
brighter to the present day. It was a fertile 
seed, which, planted in appropriate soil has 
risen to a mighty tree. It has manifold 
branches and has borne abundant fruit. 

McDowell did not live to see his operation 
adopted by the profession as a recognized 
surgical procedure. It must have afforded 
him no little gratification however, to read in 
the Medico Chirurgical Review of London, 
October, 1826, just after McDowell published 
his fourth and fifth cases, the recantation of 
its editor, Dr. Johnson, who had previously 
affirmed that he did not believe the cruel 
operation had ever been performed with 
success, nor did he think it ever would. He 
said: “A back settlement of America — 
Kentucky — has beaten the mother country, 


SURGERY, GYNECOLOGY AND OBSTETRICS 


nay Europe itself with all the boasted surgeons 
thereof, in the fearful and formidable operation 
of gastrotomy with extraction of diseased 
ovaries. In the second volume of this series 
we adverted to the cases of McDowell of 
Kentucky, and expressed ourselves as skeptical 
respecting their authenticity. Dr. Coates, how- 
ever, has now given us much more cause to 
wonder at the success of Dr. McDowell, for 
it appears that out of five cases operated upon 
in Kentucky by McDowell, four recovered 
after the operation and only one died. There 
were circumstances in the narration of the 
first three cases that caused misgivings in our 
mind, for which uncharitableness we ask 
pardon of God and Dr. McDowell of Danville.” 

A broad and searching examination of all 
the claims put forward by aspirants or their 
friends to the honor of antedating McDowell 
has proved them entirely groundless. The 
wide dissemination of the facts upon which 
this decision rests, and the ripening influence of 
time, have brought the professional and scienti- 
fic world into accord upon this subject. So 
that I think I am safe in saying that in this 
centennial year, McDowell is universally 
recognized throughout the world as the origin- 
ator of the operation and entitled to be pro- 
claimed, the Father of ovariotomy. 

McDowell was born November 11, 1771, 
and died January 25, 1830, in the s9th year 
of his age. Peace be to his ashes and glory 
to his name. 
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ACUTE DILATATION OF THE STOMACH! 


By BEVERLY MacMONAGLE, M. D., SAN FRANcisco, CALIFORNIA 


A INCE Rokitansky, in 1842, described a 
type of dilatation of the stomach due to 
compression of the duodenum by the 
root of the mesentery and its vessels and 

nerves, a great many writers have reported 
cases and given their views of the cause and 
pathology of this condition. The different 
titles under which these cases and papers have 
been reported show that we are not yet in a 
position to have a clear and definite title given 
to the subject that will bear out the etiology and 
pathology of the condition. The subject is 
still so obscure that it seems to me all the cases 
that can be reported are of some value in help- 
ing those who are trying to come at some 
definite conclusion in regard to this serious 
condition. My experience has been so limited 
that I can give the full details to you without, 
1 hope, intruding too much on your valuable 
time. I will give a short report of the six 
cases, which I have seen. 


CAsE 1. Miss L., 34 years old. Father and mother 
both addicted to the excessive use of alcohol. Mother 
died when 44 years old; cause unknown. Father 
died at 60; cause unknown. As a child, Miss L. en- 
joyed comparatively good health. Began the use of 
alcohol when about 18 years old in the form of beer. 
The use of alcohol in various forms increased, and 
when she was seen by me she had been for about five 
years an habitual user of alcohol in any form, from 
beer to the stronger liquors. Hardly a day passed dur- 
ing which she did not indulge her taste for alcohol more 
or less. About three years before I saw her, she began 
to have periodical sprees, when she would buy a goodly 
quantity of whiskey, and going to her room drink her- 
self into a state of intoxication, continuing this until 
such times as her stomach would refuse to retain the 
alcohol. I saw her during three attacks of acute alco- 
holic gastritis, when she was very thirsty, drinking 
large amounts of water which was immediately rejected 
by the stomach. During her last attack she was under 
the care of another physician who called me in after she 
had been on a spree which lasted about four weeks. He 
had been taking care of her for about ten days without 
being able to check the progress of her gastritis. Two 
days before I saw her, she had almost continuous re- 
gurgitation of a dark green fluid which was ejected 
without nausea; and, running over her cheek made 
quite a decided excoriation. Four hours before I saw 
her, hiccough began and she grew worse very rapidly. 


When I saw the patient, she was suffering from hic- 
cough, pulse very weak, respiration very poor, and 
abdomen very greatly distended. During the time | 
was making the examination, she suddenly stopped 
breathing and died before the examination had been 
completed. As there was in this case some question 
of poisoning, an autopsy was made by the coroner’s 
assistant. I was present and saw that she had a most 
enormously distended stomach, extending from the 
ensiform cartilage to the symphysis, the smaller bowel 
being forced down into the pelvis. On opening the 
stomach a large amount of gas and dark green fluid was 
removed; I should say, approximately, a gallon anda 
half. The gentleman performing the autopsy could 
not find anything that indicated an obstruction of the 
alimentary canal in any place. The small bowel was 
flat and the stomach and duodenum much distended, 
but so far as we could find there was no obstruction by 
the mesent: ry, its arteriesand nerves. A more extensive 
examination by the autopsy physician showed cirrhosis 
of the liver and kidneys. 

CasE 2. Mrs. D., 28 years old. Called in consulta- 
tion with Dr. Kerr to see a case of acute appendicitis 
on the fourth day of the attack. I operated immediately 
and found general suppurative peritonitis and an ex- 
ploded appendix. Very free drainage was established 
and patient was put in upright position. She continued 
in about the same condition until the fourth day when 
she suddenly grew worse. On examination I found 
quite decided dilatation of the stomach with continual 
vomiting of dark green foul-smelling material. 1 began 
at once to wash out the stomach and got relief in this 
way, sufficiently to tide her over for a time. The 
stomach washing was kept up three or four times a day 
for four days, when the bowels were voluntarily moved, 
discharging a large amount of gas and fecal matter, 
and the patient began to improve and continued until 
well. 

Case 3. Mrs. E., 45 years old. Hysterotomy for 
fibroid and pus tubes. She had flabby heart muscles 
and I felt considerable anxiety in undertaking the oper- 
ation. However, she did very nicely after the operation, 
and was taking a fair amount of food and sitting in an 
upright position in bed on the eighth day, when she 
suddenly began to vomit, and when I saw her two hours 
after, I found quite decided dilatation of the stomach. 
I introduced the tube and removed over a gallon of 
brown material which was alkaline in reaction. I re- 
peated the stomach washing for four times during the 
subsequent forty-eight hours, each time getting a large 
amount of material and giving the patient a consider- 
able amount of relief. She was, however, apparently 
growing worse and suffering from the most excruciating 
thirst. The contents of the stomach as washed out 
still remained decidedly alkaline. I therefore decided 
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to give her hydrochloric acid in water. The solution 
was made with a pronounced acid taste and she was 
allowed to sip it almost ad libitum. After this the vom- 
iting stopped, her bowels were voluntarily moved, and 
she made an uninterrupted recovery. 

Case 4. Mrs. M., age 53. .Hysterotomy for fibroid. 
Seen with Dr. Dozier on the fourteenth day. Every 
thing went well for seven days, when vomiting began. 
She had dilatation of the stomach with slight rise of 
temperature and was very thirsty. The material 
ejected from the stomach was a smoky-colored fluid in 
large quantities. She grew worse and became quite 
waxy in appearance. This went on for fourteen days, 
when she died. The autopsy showed enormously 
dilated stomach. No obstruction could be found. 
The organs were healthy. 

CasE 5. Mrs.M.F. Hysterectomy for large fibroid. 
Patient did nicely until on the fifth day vomiting and 
distension of the abdomen began. This continued 
until the tenth day, when I saw her in consultation with 
Dr. Thomas. Morphin had been given to relieve rest- 
lessness and pain. Her bowels had been well moved 
on the fourth day. Stomach washing was begun and 
salt infusion given but with no relief. Opening the 
stomach was proposed and declined. Patient died 
eight hours after the consultation. Autopsy showed 
enormously dilated stomach, infected stump, and gen- 
eral peritonitis. No obstruction was discovered. 

CasE 6. Mr. R. C. J. Operated upon for gall- 
stones. The gall-bladder was removed with eight 
small stones. The ducts were free. Operation went 
smoothly and abdomen closed. Bowels moved on the 
fourth day, stool well colored with bile. Gave dose of 
castor oil on the evening of ninth day, but with no 
effect. Purgative enema — no effect. At 2 p. m. on 
the tenth day abdomen began to distend and patient 
began to fail at 4 p. m. I saw him and found dilated 
stomach. Passed stomach tube but got nothing. Be- 
gan to wash stomach and to my surprise could get 
nothing out of stomach. The patient then explained 
to me that he had never been able to vomit. I tried 
again, and only succeeded in making the condition 
worse. Patient failed rapidly. I opened the incision 
under eucaine and adrenalin, coming down on the 
stomach, which looked as if it would burst. Some 
fresh adhesions were separated. Covering the parts 
very carefully, I plunged a large trocar into stomach, 
grasping it with forceps as the gas escaped, which it did 
in large quantities, followed by large amount of stomach 
contents, which was of a very dark brown color. Re- 
versing a Davidson syringe, I emptied the stomach as 
thoroughly as possible. Then I poured in a stomachful 
of saline solution, which I afterwards withdrew, and 
so on until the contents came away clear. Patient was 
put to bed and the stomach was washed again in about 
eight hours, but nothing of consequence was removed. 
After twenty-four hours, the bowels were voluntarily 
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moved with the escape of fecal material and large 
amount of gas. The patient was perfectly comfortable 
during the next twenty-four hours, when I removed the 
tube, sewed the stomach with a row of chromicized gut 
and over this a row of pachenstecher. As everything 
was very clean and healthy looking, I dropped the 
stomach back and closed the abdominal wall completely. 
The recovery was slow, but, after this, complete. 

Acute dilatation of the stomach after sur- 
gical operations is certainly a serious matter in 
view of the number of fatal cases. So little is 
definitely known of the cause of the condition 
that the prevention cannot be very success- 
fully carried out. General anesthesia has been 
given as a cause and a few more cases have 
occurred after chloroform than after ether. 
However, ether has been the anesthetic in all 
my cases. I am not aware of any cases having 
followed spinal anesthesion or infiltration 
method. Very careful preparation of the pa- 
tient and having the alimentary canal empty 
seems to favor prolapse of the small bowel into 
the pelvis, which at once puts a strain on and 
draws the mesentery down and its vessels 
and nerves taut. This of course, should be 
avoided if possible. 

The condition seems to have been more fre- 
quent in women than in men. It seems to 
have occurred more frequently from the 2oth 
to the soth year. However, we have cases 
reported in children and in those past 50. 

It has occurred after operations on many 
parts of the body, but probably abdominal and 
joint operations have developed the greatest 
number of cases. 

Pneumonia, typhoid, spinal diseases and 
deformities, wasting diseases and errors of diet, 
etc., have all been accompanied by acute dila- 
tation of the stomach. Therefore, we cannot 
consider abdominal section has a monopoly of 
such complications. 

Very careful watching for this complication, 
trying position (and possibly strychnin and 
physostigmin) and, as a last resort, opening the 
stomach, washing and keeping the stomach 
empty and clean, has cured cases and possibly 
if tried early in the course of the condition, 
may prove more fruitful in cures. 
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By HERBERT R. SPENCER, M. D.. 


hundred years have passed, during 

which the natural history and pathology 

of ovarian tumours have been assidu- 
ously studied and the treatment gradually 
evolved until its technique has become stand- 
ardised and the indication for operation re- 
solved into the simple formula: An ovarian 
tumour should be removed as soon as prac- 
ticable. 

When an ovarian tumour complicates preg- 
nancy, concern for the life of the foetus and for 
the maintenance of the fertility of the mother 
introduces important factors which have to be 
taken into account. And, while some author- 
ities apply the same formula in these cases as 
in those unaccompanied by pregnancy, a care- 
ful consideration of the facts does not, I think, 
justify any such simple rule of treatment. 

My purpose in making this communication 
is to bring before this Society a scheme for the 
treatment of ovarian tumours complicating 
pregnancy, labour, and the puerperium for 
discussion in the hope that from the opinions 
of the experienced obstetricians and gynecol- 
ogists present a definite plan of treatment may 
be evolved. 

Before formulating the plan of treatment I 
purpose placing before you my personal ex- 
perience of these cases. In the table in your 
hands is an abstract of 41 cases of ovarian tu- 
mours complicating pregnancy, labour, and 
the puerperium for which I have done ovari- 
otomy. In all cases the operation has been 
done through the abdomen. This table com- 
prises all the cases I have seen, with the excep- 
tion of one, in which a woman who had been 
advised to have an ovarian tumour removed 
refused and was delivered without difficulty. 
On the third day the tumour (containing 31 
pints of fluid) spontaneously burst, causing 
the death of the patient as soon as she reached 
the hospital. One other case I have had — 
of ovarian abscess after labour. The patient 
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recovered after removal of the ovary; but, as 
there was no clear evidence that the suppura- 
tion was in a cyst, I have not included it in the 
table. 

An analysis of the table shows that the 
youngest patient was 20, the oldest 43, the 
average age being 30. 

The largest number of children was 10 (two 
patients) the average number 2.7. Eight pa- 
tients had had no child, and at least 26 had 
had no abortion at the time of operation. 

Of 37 cases in which the number of abor- 
tions is given, 11 had aborted (all these had 
had children). These 37 patients had had 
93 children and 24 abortions, i. e., of 117 preg- 
nancies there had been 24 abortions = 20 per 
cent of the pregnancies. But this figure does 
not give the frequency with which ovarian 
tumours cause abortion, for some patients had 
at the time of the ovariotomy aborted more 
than once (in two cases five times), and there is 
no information whether the tumour was present 
during the period when the abortions occurred 
except in two cases (20, 36). We obtain more 
accurate information by enquiring in how 
many cases the pregnancy immediately pre- 
ceding the ovariotomy resulted in abortion. 
In the column “Results of Labour to Child” 
will be found the particulars as to abortion in 
the pregnancy preceding the ovariotomy (in 
the cases not pregnant at the time of operation) 
or following the ovariotomy (in the case of the 
twelve patients operated on during pregnancy). 
It will be seen in that column that of 39 pa- 
tients only 4 aborted, and two of these occurred 
as a result of bilateral ovariotomy during preg- 
nancy: of the remaining 10 cases operated on 
during pregnancy 3 had reached term, so that, 
excluding the remaining 7 patients who might 
possibly have been prevented from aborting 
by the performance of the ovariotomy, there 
were 30 patients in only 2 of whom spontaneous 
abortion occurred while pregnant and affected 
with an ovarian tumour, i. e., in 6.6 per cent. 


1 Read before the American Gynecological Society, April, roo9. 
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404 SURGERY, GYNECOLOGY AND OBSTETRICS 


The figure necessarily leaves something to 
be desired in the direction of knowing what 
would have happened in the cases of the two 
bilateral ovariotomies which did abort, and 
of the seven cases which did not abort after 
operation, if they had not been operated on. 
But even if the whole of those operated on 
during pregnancy be excluded, only two abor- 
tions occurred in 27 cases, or in 7.4 per cent. 

I am unable to give the periods to which the 
pregnancy had advanced at the time of abor- 
tion, but I suppose that the tendency to mis- 
carry is less during the second half of preg- 
nancy complicated with ovarian tumour, than 
in the first half, as it is apart from such compli- 
cation: the tendency to miscarry after operation 
is, however, universally admitted to be greater 
in the second than in the first half of pregnancy. 

The low percentage of spontaneous abortion 
in this series is in marked contrast with the 
figure usually given, which varies from 17 to 
20 per cent. But I am not confident that the 
figures in general statistics have been subjected 
to the same scrutiny as in this personal series, 
in which the figure for spontaneous abortion is 
about the same as the figure given by Mc- 
Kerron for the percentage of abortion after 
ovariotomy in uncomplicated cases at the third, 
fourth, and fifth months (8.8, 5.3, 6.2 per cent), 
and justifies the performance of ovariotomy 
during those months. But it is very much less 
than the rate after ovariotomy at the sixth and 
seventh months, which is given by McKerron 
as 22.2 and 20 per cent in uncomplicated cases 
and as 36.3 and 33.3 for all cases (recent). 

This difference justifies the postponement of 
operation in certain cases during the second 
half of pregnancy, at least until the child is 
viable, as recommended by Fehling and prac- 
tised by Wyder and others. 

Seat of Tumour. The tumour was in the 
right ovary in nineteen cases; in the left ovary 
in fourteen cases; in the left parovarian in one 
case; in both ovaries in seven cases. 

Nature of Tumour. The tumour was an 
ordinary multilocular (once papillomatous) 
or unilocular cyst in 27 cases, a dermoid tumour 
in 12 cases, a fibromyoma (once bilateral) in 
2 cases. In this series, therefore, dermoids 
form 29 per cent of the ovarian tumours com- 
plicating pregnancy. 


In seven cases the tumour was suppurating 
at the time of operation, and in 2 cases it was 
ruptured. 

In 14 cases the pedicle was twisted, 5 of 
these were dermoids. The dermoids being 
smaller and more freely movable have thus an 
increased tendency to torsion. 

The dermoids were usually small (under 12 
cm. in diameter), but one (No. 4) was large, 
contained 3 pints of pus, and had had to 
pints of pus removed from it three weeks 
before admission. 

Result of Labour to Mother. In all the 41 
cases the mother recovered from the labour or 
abortion, sometimes having high fever during 
the puerperium. 

Result of Labour to Child. Of the result to 
the child there is information in 39 cases: in 34 
cases the child was born alive, although there 
is some doubt about four of these, the notes 
only saying that the labour was normal with- 
out specifically mentioning the child; one child 
was born dead (forceps) three died within 
three days (forceps or version). Four patients 
aborted, two after bilateral ovariotomy. 

Growth of Tumour. There is no evidence 
of special rapidity of growth of the tumour in 
pregnancy or in the puerperium. In one case 
(a suppurating multilocular cyst with twisted 
pedicle) the tumour diminished much in size 
while under observation in the hospital. This 
diminution was due to the absorption of part 
of the fluid contents after it had become stran- 
gulated. 

The Ovariotomy. Twelve cases were oper- 
ated on during pregnancy, in 9 during the first 
half of pregnancy (viz., at the fourteenth, 
eleventh, eleventh, twelfth, eighteenth, fifteenth, 
eighteenth, fifth, tenth week): in 1 case the 
operation immediately followed Cesarean sec- 
tion near term; in 2 cases the operation was 
done during labour, the patient being delivered 
by forceps, while still under the anesthetic for 
the ovariotomy. Two of the cases (i. e., ex- 
cluding the 3 cases at term, 22 per cent) 
aborted a few days after the operation, both 
having bilateral tumours. In the other cases 
the children were born alive and survived with 
the exception of case 33, in which the forceps 
was used. In two cases labour had to be in- 
duced on account of contracted pelvis. 
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All the twelve mothers recovered. 

In addition to these 12 cases 3 cases (2, 23, 
24), were seen by me during pregnancy or 
labour but were not operated on till some time 
after delivery: all the mothers and children 
recovered. 

Thus, of the 15 cases which I personally 
treated during pregnancy, all the mothers 
recovered, two aborted after bilateral ovari- 
otomy (one of these subsequently had a living 
child); in 13 cases the children were born 
alive and survived in 12 cases. 

Perhaps I may be allowed to call brief atten- 
tion to a few of these 12 cases operated on dur- 
ing pregnancy as presenting features of un- 
usual interest. In cases 37 and 4o the tumour 
was an ovarian fibroid, of which very few ex- 
amples have been recorded as complications 
of pregnancy. In case 4o the fibroid was 
bilateral and the patient aborted; but, owing 
to enucleation of the left tumour, the patient 
was able to become pregnant subsequently and 
was safely delivered of a living child. It 
appears to me that many ovarian fibroids and 
some dermoids might be treated in this con- 
servative manner with advantage. 

Cases 21 and 39 were operated on during 
labour with a successful result in the case of 
both mothers and children. Case 40 came 
for operation from Mauritius to England dur- 
ing early pregnancy and returned five weeks 
after the operation to Mauritius, where she 
was Safely delivered of a living child at term. 
Case 38, from whom a right ovarian dermoid 
had been removed thirteen years previously, 
had a left ovarian dermoid removed at the 
eighteenth week of pregnancy and bore a living 
child at term. 

Adhesions. Adhesions were met with in 23 
cases, usually in infected, suppurating, and 
strangulated tumours, and where the tumours 
had ruptured or had been tapped. 

Result of Ovariotomy to Mothers. All the 
patients recovered except case 14, who died 
of intestinal obstruction caused by adhesion 
of a coil of intestine to the pedicle. The 
tumour was, at the time of operation, free from 
adhesions, but its tube was reduced to a thin 
cord almost severed near its cut end, probably 
as a result of an old torsion which had become 
untwisted, or as a result of a band. It is the 
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only uncomplicated ovariotomy I have had 
which has terminated fatally. 

Treatment. The treatment of ovarian tu- 
mours complicating pregnancy, labour, and the 
puerperium has been by some writers con- 
sidered too much from a surgical standpoint: 
the obstetric aspect is not less important and 
in some cases, as in No. 23, is the dominant 
factor. Amongst the 15 cases which I have 
personally treated during pregnancy there were 
3 cases of contracted pelvis (i. e., 20 per cent) 
which necessitated induction of premature 
labour in two of the cases, and would have done 
so in the third had the patient not aborted. 
It is clear that a contracted pelvis may pro- 
foundly modify our treatment and that an 
obstetric examination of the pelvis should be 
carefully made in every case. Then the ex- 
istence of bilateral tun ours in patients who 
have not had children may justify the postpone- 
ment of the operation in the hope of obtaining 
a living child, and should lead us whenever 
possible to conserve some part of the ovary 
(case 40). The scheme of treatment which 
I offer for discussion is as follows: 

A. During the first half of pregnancy. 

Ovarian tumours should be removed where- 
ever their situation and whatever their size. 

Exceptions. The following tumours should 
not usually be removed: 

1. Lutein cysts complicating hydatidiform 
mole. 

2. Bilateral tumours causing no symptoms, 
if the patient is childless; or, if operated on, 
part of an ovary should be left behind. 

3. Primary adherent malignant cysts. 

4. Secondary malignant cysts. 

B. During the second half of pregnancy. 

a. All large ovarian tumours and ruptured, 
inflamed, and strangulated tumours should be 
immediately removed. 

b. Small tumours which are in the abdomen 
or which can be easily pushed up out of the 
pelvis in the knee-chest or Trendelenburg posi- 
tion should be watched, and if no untoward 
symptoms arise should be removed either at 
the end of pregnancy, or towards the end of 
the first stage of labour or after delivery. 

c. Small tumours which are incarcerated 
in the pelvis and cannot easily be replaced in 
the abdomen may be watched and removed at 
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the end of pregnancy or, if circumstances will 
allow, towards the end of the first stage of 
labour. If the tumours are adherent or solid, 
Cesarean section should be done. 

In all ovariotomies during pregnancy the 
vessels of the pedicle should be separately tied; 
the pedicle should be ligated as far as possible 
from the uterus, and morphia should be given 
for the first two or three days after operation. 

C. During labour. 

The best treatment is abdominal ovariotomy, 
immediate in the case of large tumours, at the 
end of the first stage, or after delivery in the 
case of small tumours. When done at the end 
of the first stage a second operator may deliver 
the child by forceps while the tumour is being 
rer oved. If the tumour be incarcerated in the 
pelvis the uterus should be withdrawn from 
the abdomen in order that the tumour may 
be dealt with. 

For solid and adherent tumours occupying 
the pelvis Cesarean section may be necessary. 
It should not be performed for cystic non- 
adherent tumours. When labour is advanced 
and a cystic tumour is impacted in the pelvis, 
the circumstances may render it advisable to 
deliver the patient by the natural passages 
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after evacuating the contents of the tumour by 
incision and packing the cyst with gauze; but 
the tumour should, if practicable, be removed 
within 24 hours, preferably through an abdom- 
inal incision. 

Vaginal ovariotomy may be performed in 
non-adherent cases; but, though simpler in 
technique, avoiding an abdominal scar and 
requiring fewer insfruments, it is inferior to 
the abdominal operation in that there is 
greater danger from hemorrhage, difficulty in 
safely tying the pedicle, the necessity of cutting 
up the tumour, impossibility of examining the 
the other ovary, and the presence of the vaginal 
wound. 

Induction of premature labour, forceps, ver- 
sion, and simple tapping of a cyst as means of 
overcoming the dystocia produced by ovarian 
tumour are absolutely contraindicated. 

D. In the puerperium. 

Ovarian tumours should be removed as soon 
as practicable, when possible within 24 hours 
of delivery. If there is doubt as to the aseptic 
condition of the uterus a delay of a week or two 
may be advisable, unless indications of strangu- 
lation or infection of the tumour arise, when 
the tumour should be immediately removed. 
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S is usually the case when the develop- 
A ment of a new operation or the revival 
of an old one is attended with good 

results in properly selected cases, 
Cesarean section is at the present time under 
consideration for the relief of practically every 
abnormal condition which may arise in the 
practice of obstetrics. In many instances the 
bad results obtained in the treatment of serious 
conditions by incompetent obstetricians have 
led them to seek for some change in treatment 
which will hold out the hope of better results, 
but they fail to realize that their own incapacity, 


and not the methods of treatment employed, 
is responsible, to a large extent, for the un- 
fortunate results obtained. 

The advocates of abdominal Cesarean sec- 
tion in the treatment of complete placenta 
previa claim that two advantages are to be der- 
ived from its employment: first, diminution of 
the maternal mortality; second, improvement in 
the foetal mortality. If their claims can be 
proved there is no doubt but that Cesarean 
section for placenta previa offers a distinct 
advantage over methods previously in use. 

It is, however, interesting to note that the 


1Read before the American Gynecological Society, April, 1909. 
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most ardent advocates of Cesarean section for 
placenta previa are either trained abdominal 
surgeons, who have had little or no obstetric 
training and who would naturally choose an 
ordinary abdominal operation rather than one 
with the technique of which they are un- 
familiar, or general practitioners whose bad 
results in the treatment of placenta previa 
have been due, either to the lack of operative 
experience or to the neglect of the early warn- 
ing symptoms which are present in the great ma- 
jority of cases. On the other hand it is note- 
worthy that the men who have had the largest 
obstetrical experience, and who are therefore 
best qualified to determine the necessity for a 
change in treatment, are on record against 
abdominal Cesarean, section for complete 
placenta previa, except in carefully selected 
cases. It is, therefore, the small group of ex- 
perts who have trained themselves to appreciate 
the danger signals, and to meet them promptly 
and efficiently, who are in this instance the 
conservatives and advocate Cesarean section 
in exceptional cases only. To my mind this 
means that what the profession in general 
needs is not a new treatment for complete 
placenta previa, but more careful training in 
the methods of qbstetric diagnosis and oper- 
ation. 

The advocates of Cesarean section claim 
that the maternal mortality under the ordinary 
methods of treatment is so great that some 
change must be made. This-claim makes it 
necessary to note what the results of the oper- 
ations are. Hirst states that in the hands of 
the general practitioner a mortality of approx- 
imately 40 per cent is present in complete 
placenta previa, but believes that in the hands 
of experts the ordinary mortality should be 
in the neighborhood of 1 per cent, or in other 
words, an accidental mortality. Other author- 
ities admit a mortality varying from 3 to 6 per 
cent in large series of cases, presumably under 
the care of experts. Since, however, these 
statistics are of several years’ standing in the 
majority of cases, it seems probable that the 
mortality is higher than would be obtained 
under the improved conditions of modern 
technique. On the other hand the maternal 
mortality from abdominal Cesarean section 
for placenta previa is variously given as from 
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20 per cent upwards even in expert hands, and 
it seems probable that if abdominal Cesarean 
section is adopted as the routine treatment by 
the profession as a whole, a constant high mor- 
tality will be maintained, since the results of 
surgery performed by the general practitioner 
are always worse than those obtained by com- 
petent abdominal surgeons. Placenta praevia 
is distinctly a condition calling for emergency 
surgery in which the delay, incident to waiting 
for an expert surgeon, may prove the deter- 
mining factor in the death of the patient, while 
operation by the unfit is sure to have a high 
mortality. It would seem, therefore, that from 
the standpoint of maternal mortality only, 
Cwxsarean section would offer little improvement 
in the treatment of complete placenta previa, 
and therefore is not to be recommended as a 
routine operation, although in selected cases 
it may be the operation of election. 

The differences in the results of operation 
obtained by the specialist and by the general 
practitioner in complete placenta praevia are 
so striking as to call for further comment. 
Whereas, the maternal mortality in the hands 
of an expert averages from 3 to 5 per cent, in 
the hands of the general practitioner the mor- 
tality is go per cent. This is to my mind a 
most significant comparison, because it shows 
definitely that the general practitioner, aside 
from the fact that he has not been surgically 
trained, does not appreciate the early warnings 
which call for radical measures, and it is only 
when operation is forced upon him by the con- 
dition of his patient that he is willing to depart 
from his general policy of non-interferenec 
during pregnancy. When operation is forced 
on him he is often not qualified to meet the 
emergency himself, and the time wasted in 
obtaining a consultant, or the improper 
methods employed by him in the attempt to 
deliver the patient, are usually the determining 
factors in increasing the maternal mortality. 
Furthermore, the desire on his part to save the 
child, even at the risk of the mother’s life, is 
often the deciding factor in delaying radical 
treatment. There is no question in my mind 
but that if the early symptoms of complete 
placenta praevia are appreciated and proper 
radical treatment instituted, the maternal 
mortality can be so materially reduced as to 
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compare very favorably with operative statistics 
in obstetrics for much less serious conditions. 

The foetal mortality in cases of placenta 
previa varies from 60 to 65 per cent under the 
ordinary methods of treatment, and it would 
seem at first sight that this was the indica- 
tion for the performance of Cesarean section. 
However, anyone who studies carefully the 
causes of the foetal death-rate, must be im- 
pressed with the fact that no such improve- 
ment in statistics is to be expected as would 
seem probable at first sight. In the first place 
the statistics are based on the results of opera- 
tion, undertaken in many cases when the child 
is not yet viable, and no method of operation can 
save these children. Of the children who have 
reached the age of viability, many are feeble, 
and the statistics of premature children are 
not such as to warrant the belief that the mor- 
tality can be materially lessened by any means 
of treatment in children who have not yet 
reached the 36th week of intrauterine develop- 
ment. In the majority of cases of complete 
placenta previa the diagnosis would be made 
before this time, and when the diagnosis is 
made delay is almost criminal. Furthermore, 
when the mother has had a serious hemorrhage 
and is in a condition of acute anemia, the 
chances of the child are necessarily compro- 
mised, and, even if born alive, it has much less 
chance than the average child for life. There- 
fore, it would seem to me that no such improve- 
ment in the foetal mortality is to be expected, 
no matter how radical a change in treatment 
may be advocated, as to warrant emergency 
surgery by the general practitioner for the 
sake of the child. 

If there is any factor which claims recognition 
in determining the advisability of substituting 
Cesarean section for the ordinary methods of 
treatment of placenta previa, it would seem 
to me that the morbidity attendant on dilatation 
and extraction is the one. Every operator who 
has had any practical experience in the treat- 
ment of complete placenta previa recognizes 
certain dangers. In the first place, although 
the cervix in placenta previa is usually so 
soft as to be apparently easily dilatable in all 
but the exceptional case, the tissues are ex- 
tremely friable, and dilatation of the cervix, 
even with extreme precautions, not infrequently 
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results in more or less serious lacerations which, 
however, seldom occur unless undue haste in 
dilatation or delivery is employed. (2) The 
low attachment of the placenta renders con- 
tamination of the raw surface almost inevitable, 
either during delivery or in the early days of 
the convalescence and, therefore, infection of 
a more or less serious nature is particularly 
prone to follow dilatation and delivery in 
these cases, although the surgical technique 
may be as perfect as can be attained. (3) 
The loss of blood attendant on the operation 
may be so extreme that the patient may be in 
a reduced condition for weeks following the 
operation, although she may eventually recover. 
These dangers are unquestionably present in 
the ordinary treatment of placenta previa, and 
there can be no question but what the morbid- 
ity of operation would be materially reduced by 
the substitution of Cesarean section. On the 
other hand the reported mortality of Casarean 
section for placenta previa is much greater than 
the mortality of large series of cases treated by 
the old methods in expert hands. Under the 
circumstances I do not feel that the morbidity 
should be allowed to determine the choice of 
operation, as it is unquestionably better to treat 
a considerable number of serious cases who will 
recover than to lose an equal number of patients. 
It is perfectly possible that Caesarean section 
in expert hands, performed before the patient 
is in extremis, may show the same, ratio of 
improvement when compared with the results 
obtained by this operation in the hands of the 
general profession as do the statistics of dilata- 
tion and extraction in the hands of experts. 

In general practice it is well recognized that 
any flowing during the second half of pregnancy 
means, in the great majority of cases, some 
form of placenta previa, and that in the ab- 
sence of some specific cause of detachment 
of the placenta the earlier the flowing the more 
nearly complete the previa. The attitude of 
the profession as a whole in regard to slight 
flowing during the latter part of pregnancy, 
particularly during the sixth or seventh 
months, when the great majority of cases of 
complete placenta previa give their first warn- 
ing, is ordinarily an expectant one and the 
danger signals seldom receive the recognition 
which they deserve. J have repeatedly heard 
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patients say that they saw no reason why a 
little flowing should be a cause for anxiety, 
because many of their friends had told them 
that flowing during pregnancy was not an un- 
common thing and meant little or nothing. 
When the laymen’s view of a serious matter 
is so at variance with the real fact, it means 
that the local profession has been at fault in 
not educating the public to a proper appre- 
ciation of the significance of the abnormal 
symptoms. ‘There is in my opinion no question 
but that any flowing after the middle of preg- 
nancy should call for immediate attention and 
every means taken, even dilatation of the cervix 
and intrauterine palpation of the lower seg- 
ment, to establish the diagnosis. It will un- 
questionably happen that in a few cases no 
previa will be found and the pregnancy un- 
necessarily sacrificed; but there is no doubt 
that the custom of making a prompt diagnosis, 
followed by appropriate treatment, will save 
the life of many mothers at the cost of very 
slightly increased foetal mortality. In rare in- 
stances when the child has almost reached the 
viable age, it may be justifiable to prolong the 
pregnancy to a point at which the child may 
be born alive and have a chance for life. This 
is only justifiable when the mother can be put 
under such conditions that immediate operation 
can be undertaken whenever there is any re- 
currence of the threatening symptoms, and, 
further, the patient should be kept absolutely 
quiet in bed, morphia being used in such doses 
as will insure muscular relaxation and lessen 
the liability of contractions of the uterus, 
which would cause further detachment of the 
placenta. The patient should be delivered, 
even in these cases, as soon as the child is 
judged to have reached the point of develop- 
ment at which it would have a fair chance for 
life. It is in this regard, in my opinion, that 
the profession as a whole has been principally 
at fault, and the failure to properly educate 
the laity as to the seriousness of the condition 
which may be present, and procrastination in 
the face of danger, are responsible for the 
appalling death-rate in general practice. If 
the first warning is met promptly and efficiently, 
a death from placenta previa should be so rare 
as to be considered a surgical accident. 
There are unquestionably certain conditions 


in which the operation of Cxsarean section is 
not only justifiable but advisable in the treat- 
ment of complete placenta previa. These 
conditions are, however, of rare occurrence. 
A primapara with complete placenta previa 
and a rigid cervix is unquestionably a proper 
subject for Cwsarean section, but complete 
placenta praevia is a rare complication among 
primipare and marked rigidity of the cervix in 
the presence of a complete placenta previa is 
even more rare, so that the combination is one 
that would be seldom met in practice. A con- 
tracted pelvis, which would furnish an indica- 
tion for Cesarean section if the praevia were 
not present, is undoubtedly a definite indica- 
tion for the performance of the operation, but 
it must not be forgotten that in the great ma- 
jority of complete placenta pravias we are 
dealing with a small premature infant, and 
the pelvic indication must be a very marked 
one to warrant the operation. An_ over- 
developed child causing relative insufficiency 
of the pelvis may also furnish, in rare cases an 
indication for Czsarean section, but here again 
it must be remembered that the first signs of 
danger are usually to be appreciated before 
the eighth month, and at such a time a relative 
insufficiency of a normal pelvis would be prac- 
tically unknown. 

Manual dilatation of the cervix for delivery 
necessarily means that an increased paralysis 
of the passive lower segment of the uterus in 
which the placenta is situated, will ensue, 
and the possibility always exists that serious 
bleeding may take place after delivery. If, 
however, the patient is in as good condition as 
she should be, in all but the exceptional case, 
when the operation is undertaken, any post- 
partum bleeding can be checked by a tight 
gauze packing, and the danger removed. If, 
however, the patient has bled sufficiently so 
that the muscular tone is lost, and the uterus 
will not react properly after delivery, the post- 
partum bleeding may be sufficient to be fatal, 
even after the uterus is tightly packed; but 
such a patient will also suffer from a muscular 
relaxation and post-partum bleeding after a 
Cesarean section, and in my opinion the shock 
of operation will be distinctly greater. Fur- 
thermore, if bleeding continues after delivery 
by Cesarean section it is unsafe to pack the 








470 


uterus tightly on account of the danger of tear- 
ing out the uterine stitches, and our only means 
of controlling hemorrhage efficiently is to re- 
move the uterus, a procedure which materially 
increases the risk of the operation. The 
advocates of Cesarean section, as a routine 
procedure, apparently presuppose that oper- 
ation from below involves an immediate ex- 
traction of the child, leaving the lower segment 
of the uterus exposed and the sinuses on the 
placental site wide open, in case the condition 
of muscular relaxation, due to hemorrhage, 
has been reached. It is, however, well recog- 
nized at the present time, that if the patient is 
in anything but a satisfactory condition, the 
safest treatment is to sacrifice what small 
chance the baby may have and to perform a 
version, followed by a slow extraction of the 
child, using the child’s body as a tampon to 
control the hemorrhage, and in the meantime 
stimulating the patient as may seem advisable. 
In no case should anxiety for the foetal life lead 
to increasing the risk to the mother, unless both 
are in at least fair condition. There is no ques- 
tion but that slow extraction of the child in- 
creases the fetal mortality of the operation, but 
there is also no question but that it lessens the 
shock of operation to the mother and tem- 
For this rea- 


porarily controls the bleeding. 
son, unless the mother is in satisfactory con- 
dition and the child has been demonstrated to 
be alive and in good condition by intrauterine 
palpation of the umbilical cord, immediate ex- 
traction of the child should never be under- 
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taken. Outside of these conditions it seems 
to me that the only indication for abdominal 


Cesarean section in complete placenta previa 


is that neither the attending physician nor his 
consultant may be qualified for expert ob- 
stetric work, while one of them may be a trained 
abdominal surgeon. There can be no doubt 
but that the trained surgeon, who has had no 
obstetric training, will have better results in 
treating placenta previa by Cesarean section, 
if he is unfortunate enough to be called in 
consultation to such a case, than if he tried to 
perform an operation with which he has had 
little or no experience. It seems to me, there- 
fore, that the advocates of Cesarean section 
have not recognized that their personal limita- 
tions furnish the great indication for an abdom- 
inal delivery, and not the exigencies of the case. 

Within a comparatively recent period vaginal 
Cesarean section has been urged as the best 
solution of the problem, and the advocates of 
this operation claim that it is simple and easy 
for the trained surgeon and carries much less 
risk with it than the abdominal delivery, but 
my own feeling, based on very limited ex- 
perience with the operation, is that it is not as 
simple a procedure, even in uncomplicated 
cases, as it is commonly stated, and I feel that, 
although in the rare cases where the cervix is 
more or less rigid, it is very probably a safer 
operation than abdominal delivery, as a routine 
procedure, in complete placenta previa it has 
few, if any, advantages over the methods here- 
tofore in use. 
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THE OPERATIVE TREATMENT OF CASES OF EXTENSIVE CYSTOCELE 
AND UTERINE PROLAPSE 


By THOMAS J. WATKINS, M.D. 


N article upon the operative treatment 
of cases of extensive cystocele and 
uterine prolapse by me appeared in 
1899 (Am. Gyn. and Obs. J., Nov. 
1899) and in 1906 (Surg. Gyn. and Obs. 
June, 1906). The chief objects of this paper 
are to note some observations which have ap- 
peared important, to detail some modifications 
in technique especially in cases of complete 
procedentia, and to discuss the results of an 
operative experience of transposition of the 
uterus and bladder extending over a period of a 
little more than eleven years.'| This operation 


Fig. 1. The bladder and anterior vaginal wall are 
separated by blunt dissection. 


1 My first operation of this kind was done at St. Luke’s Hospital, 
on January 28, 1898. 


Fig. 2. The blunt dissection is extended if necessary. 


was developed from the Diihrsen-Mackenrodt 
operation of vaginal fixation for retroposition 
of the uterus. The different steps in the evolu- 
tion of this operation were accurately described 
by our Fellow I. S. Stone (Trans. Am. Gyn. 
Soc., 1908), at our last annual meeting, and 
need not be further considered here. An 
operation very similar has also developed from 
the Freund-Fritsch-Wertheim operation of 
delivery of the body of the uterus into the 
vaginal canal and underneath the cystocele 
where is was left more or less uncovered. 
After the usual preparations including dili- 
tation and curettage of the uterus if indicated, 
the anterior lip of the cervix is grasped with 
a volsellum forcep drawn downward and a 
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Fig. 3. The bladder is separated from the cervix by 
blunt dissection with the scissors. 


transverse incision is made across the vagina 
at the junction of the anterior wall and cervix. 
The edges of this incision are caught with 
artery forceps and held taut as shown in Fig. 
1, and a sharp-pointed six-inch scissors, closed, 
is pushed up between the anterior vaginal wall 
and the bladder about to the urethral body. 
The handles of the scissors are now separated 
and the scissors withdrawn. This generally 
causes enough separation of the anterior vaginal 
wall from the bladder. The amount of sepa- 
ration this produces will vary in different cases 
depending upon the size of the cystocele and 
the resistence of the tissues. Care is used in 
inserting the scissors to keep the points in con- 
tact with the vaginal wall in order to guard 
against injury of the bladder, and in the separa- 
tion of the handles of the scissors not to use 
much force for fear of tearing the bladder wall. 
The amount of force required in opening the 





Fig. 4. The body of the uterus is delivered into the 
vaginal canal and the fundus is sutured to the vaginal wall. 


handles to secure enough separation is gen- 
erally very little. 

The anterior vaginal wall is incised along 
the median line and the edges of the flap are 
caught with forceps as shown in Fig. 2. With 
gauze over the finger further separation of the 
vaginal wall from the bladder may be easily 
accomplished if desired. Personally I prefer 
not to make complete separation of the vaginal 
wall from the bladder, as such an amount of 
separation endangers the ureters, increases 
the bleeding, favors the accumulation of bloody 
serum in the wound, and thus increases the 
dangers of slight infection which sometimes 
results in extensive plastic vaginal operations. 
The extensive separation of the bladder also 
increases the danger of exfoliation of the blad- 
der epithelium which may follow much trauma- 
tism of the bladder wall, as shown by Kolischer 
(Am. Jr. Obs., 1902). 
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Fig. 5. The operation is completed. 


I have gradually been making the amount of 
separation of the anterior vaginal wall less and 
now generally free just enough of the vaginal 
wall to cover the uterine body — except in 
cases of very extensive cystocele. 

With the cervix held downward the bladder 
is separated from the uterus by blunt dissection 
with the scissors. The points of the scissors 
are kept pressed against the cervix so as to 
avoid injury of the bladder. They are pushed 
upward } to } inch and then opened, then a 
little higher and opened, and so on until the 
peritoneum is reached. The peritoneum is 
detected as a thin membrane which moves 
freely underneath the finger over the anterior 
wall of the uterus. As long as any of the blad- 
der wall remains attached, the tissues under the 
finger feel thick and fixed. I have never known 
the points of the scissors to puncture the peri- 
toneum. Further separation of the bladder 
from the uterus is made by inserting two 


Fig. 6. The sagital section shows the relations of the 
bladder, uterus and vagina in the completed operation 


fingers into the wound and separating them. 
The amount of separation should be enough 
to allow the delivery of the body of the uterus. 
The use of blunt dissection with scissors has, in 
my experience shortened the time of operation 
and simplified the technique. One oftener 
strikes “the planes of the fascia” with scissors 
than with blunt dissection with gauze. Less 
bleeding also results. 

Incision of the Peritoneum. The peritoneum 
is now opened, which is not always such an 
easy task as descriptions would indicate. If 
one tries to puncture it with the finger it will 
at times separate readily from the bladder and 
broad ligaments, push on in front of the finger 
and be punctured with much difficulty. At 
times the finger can be readily pushed through 
the peritoneum. At times it is very easy to 
grasp a fold of the uterovesical peritoneum 
between two fingers, pull it down, and incise 
with scissors. I sometimes push a blunt dress- 
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Fig. 7. The proximal end of the tube is excised. 


ing forceps through the peritoneum and make 
sufficient opening by separation of the handles. 

Delivery of the Body of the Uterus. The 
anterior uterine wall is grasped with a single 
volsellum forcep inserted under the guidance 
and protection of the left index finger. As this 
is pulled downward and forward the cervix is 
pushed upward and backward. The anterior 
uterine wall is now exposed by clevating the 
bladder wall with an 8-inch forcep or a “ribbon 
retractor,” and a second volsellum forcep 
catches the uterine wall near the fundus. This 
is repeated if necessary to grasp the fundus. 
The fundus can generally be easily delivered 
into the vaginal canal. One should use care 
not to attempt delivery of the anterior surface 
of the uterus, as the diameters of this are much 
greater than are the diameters of the fundus. 

Suture of the Uterus and Closure of the Vag- 
inal Wound. A catgut suture is placed as 
shown in Fig. 4 and tied. Care should be 
exercised not to fix the uterus so that it will 


Fig. 8. The uterus is split open anteriorily and much 
of the body is excised. 
press upon the urethra, as that may interfere 
with urination. The vaginal opening is closed 
with a continuous catgut suture, the suture 
occasionally catches up a small bite of uterine 
tissue. The transverse vaginal incision is 
often closed in the same line of suture so as to 
lengthen the anterior vaginal wall and to dis- 
place the cervix further backward and_ up- 
ward. In cases of very large cystocele some 
of the vaginal mucosa is excised. If the cervix 
is eroded or much hypertrophied a part of it 
is excised before the above suture is completed, 
and the wound in the cervix is closed with the 
same suture. Occasionally one or two inter- 
rupted sutures are used in the cervix. Ampu- 
tation of the anterior lip of the cervix is often 
sufficient for relief of an erosion or hypertrophy. 
If there is any bleeding about the cervix this 
is easily controlled by catching the tissues 
deeply to either side of the cervix so as to include 
the vaginal branches of the uterine arteries. 





5 soe remem erates aT TT 











WATKINS: EXTENSIVE CYSTOCELE AND UTERINE PROLAPSE 475 


Fig. 5. shows the operation completed; the 
uterus fixed and the vaginal wound closed with 
one continuous suture. The tilting of the 
uterus displaces the cervix upward and back- 
ward, so that it is not visible. It is surprising 
how little the anterior wall bulges even in cases 
of a much enlarged uterus. Occasionally the 
vaginal mucosa is much hypertrophied over 
the body of the urethra, and in these cases it is 
advisable to excise some of the hypertrophied 
mucosa and bring the edges together with a 
fine catgut suture. It this is not done the pa- 
tients are very liable to complain of a slight 
protrusion. One will often observe that many 
of these patients have a urethrocele; that is, 
the urethra is displaced downward and in these 
cases care should be used to commence the 
sutures in the vaginal flaps low enough down 
so that when tied the urethra will be replaced 
to its normal location. 

Fig. 6 is a medium sagittal section of the 
pelvis showing the relation of the bladder, 
uterus, and vagina after the operation of trans- 
position of the uterus and bladder. One will 
notice that the body of the uterus instead of be- 
ing on top is underneath the bladder. The 
cervix is about the normal distance from the 
sacrum, and is slightly elevated by the forward 
tilting of the uterus. 

Resection of the Proximal Ends of the Tubes. 
Should the transposition of the uterus and 
bladder operation be done during the repro- 
ductive period it is absolutely necessary to 
prohibit pregnancy. This can bedone with 
rapidity and certainty by resection of the proxi- 
mal ends of the tubes as shown in Fig. 7. The 
forcep grasps the tube part of the broad liga- 
ment and the edge of the uterus. The prox- 
imal end of the tube is excised, including a 
small v-shaped piece of the uterus. The 
artery forcep is replaced by a suture that in- 
cludes and ligates all the tissues included in 
the forcep. The same suture is used to close 
the rest of the wound, care being taken that 
the raw surfaces of the uterus are approximated 
so as to be certain of complete closure of the 
tubal opening. The same is done upon the 
opposite side. Fortunately excision of a part 
of the tubes is not often needed, as the cases 
of extensive cystocele and uterine prolapse 
usually occur after the menopause. Before 


the menopause the displacement is generally 
not so bad but that it can be relieved by pro- 
cedures that will not materially interfere with 
pregnancy and labor. 

The work of Ries (Centralbl. f. Gyn., 1897), 
has shown the necessity of careful approxima- 
tion of raw surfaces or of peritoneum over the 
tubal opening in order to insurecomplete closure. 

In my paper on the subject in 1906 a modified 
procedure was advocated for cases of complete 
uterine prolapse when the uterus was large and 
the broad ligaments much elongated. The 
procedure consisted in “severing a portion of 
the base of each broad ligament from the cervix 
and by suture of the free ends of the broad lig- 
aments together in front of the cervix.’’ (St. 
Luke’s Hospital Report, 1g05), (Surgery, 
Gynecology and Obs., June, 1906.) After 
an experience of this broad ligament operation 
it was abandoned as it usually produced a con- 
striction of the vaginal canal in front of the 
cervix and pulled the cervix downwards instead 
of pushing it upwards and backwards as is 
desirable. 

I have replaced the above operation by one 
of partial excision of the uterus, as is illus- 
trated in Figures 8, 9, and 10. This modified 
operation was developed independently but 
is somewhat similar to an operation described 
by Landau (Centralbl. f. Gyn., Oct. 28, 1905). 
He excised most of the uterus, lifted up and 
sutured a fold of peritoneum from Douglas 
cul-de-sac to the anterior vaginal wall. He 
also sutured the fragment of uterus left to the 
anterior vaginal wall and resected some of the 
posterior vaginal wall. 

Fig. 8 shows a part of the body of the 


- uterus excised, and the blood-vessels controlled 


by an 8-inch forcep on each broad ligament. 
The amount of uterine tissue removed depends 
upon the size of the uterus and the amount of 
elongation of the broad ligaments. Enough 
uterine and cervical tissue should be left to 
insure occlusion of the hernial opening through 
which the bladder wall is protruding. Enough 
uterine tissue should be excised to eliminate 
the danger of protrusion of the upper part of 
the uterus through the vaginal entroitus. In 
some of the worst cases all was excised save 
the cervix and a portion of the posterior uterine 
wall. The amount of uterine tissue removed 








476 SURGERY, GYNECOLOGY AND OBSTETRICS 





Fig. 9. The entire endometrium is excised, and the 
blood supply is controlled by ligatures. 


affects very little the severity of the operation. 
The mutilation produced has not been of great 
importance as all of the patients upon whom 
we have done this operation had passed the 
menopause. 

In Fig. 9 all of the endometrium has been 
excised and one of the forceps has been re- 
placed by a ligature. The other forcep is then 
replaced by a ligature and the wound in the 
uterus and vaginal wound is closed by suture. 

Closure of the Wound in the Uterus and Vag- 
inal Wall. This is usually done with one 
continuous catgut suture. The first loop is 
passed as shown in Fig. 10. Tying this suture 
closes a part of the uterine wall and fixes it to 
the angle of the vaginal wound near the ure- 
thra. Additional loops of the suture are passed 
about parallel to each other, each loop of suture 
includes the edges of the vaginal flap and are 
buried throughout most of their extent in the 





Fig. to. The resected uterus is closed and embedded 
between the vagina and bladder. 


uterine wall so as to produce complete occlu- 
sion of the uterine cavity. 

Nearly all of the cases have laceration of the 
perineum and rectocele and require perineor- 
rhaphy. The operation is completed by build- 
ing up a firm perineum after the manner of the 
Emmet or the Hegar operation. 

Amputation of Cervix Uteri. We have 
usually not considered amputation necessary 
but have done it in a limited number of cases. 
Amputation of the uterus is not often indicated 
after the menopause. We have often excised 
the anterior lip of the cervix. Cervical oper- 
ations are most conveniently done after the 
uterus is fixed and the wound partly closed. 

Disease of the ovaries and tubes is cared for 
through the same incision in conjunction with 
the operation for cystocele and uterine prolapse. 

Hemorrhage. The amount of bleeding, es- 
pecially in uncomplicated cases, should be 
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very little and is minimized by blunt dissection 
with scissors, by a short transverse vaginal in- 
cision, and by not making a wide separation of 
the bladder from the anterior vaginal wall. 
Post-operative Care. The after-treatment 
is the same as for other vaginal operations. 
The use of a catheter is avoided. The patients 
are held up or even allowed to sit up if ne- 
cessary. The patients who have had extensive 
operations upon the broad ligaments or uterus 
will occasionally have an elevation of temper- 
ature of two or three degrees. Cases of vaginal 
celiotomy have post-operative febrile disturb- 
ances oftener than cases of abdominal section. 
One should not become anxious about the rise 
of temperature and give meddlesome treatment 
and injure the wound. In these cases even 
with considerable exudate we have found the 
use of position and moist dressings, to favor 
drainage, sufficient. The position has been 
obtained by elevation of the head of the ted. 
The moist dressings over the vulva have been 
of boric acid or normal saline solution. With 
this treatment there is generally a discharge of 
decomposed bloody serum in two or three days 
with drop of temperature to normal. 
Principles of the Operation. ‘The cystocele 
is cured by plugging up the hernial opening, 
through which the bladder protruded, with all 
or part of the uterus. The bladder also rests 
upon the posterior wall of the uterus and can 
not prolapse unless the entire uterus prolapses. 
In cases of extensive displacement the treat- 
ment of the cystocele is the most important 
feature of the operation as the extensive cases 
are generally found after the menopause; and 
after the menopause the bladder is the only 
organ involved that is functionating. It is 
difficult to appreciate how this hernial opening 
can be otherwise permanently closed. A study 
of this hernial ring shows that it seldom, if 
ever, has any well defined “pillars.” It ex- 
tends from the cervix to the pubes and from 
one ramus to the other. Observation also 
shows that the fascia of the vesicovaginal 
septum is much atrophied and not enough of 
it remains to be of much use in plastic repair. 
The amount of thinning out of the vesico- 
vaginal septum is more than can be accounted 
for by the increase of area as a result of stretch- 
ing. Very little of the fascia retracts, as in in- 
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juries of the posterior vaginal wall, and the 
diminution in the amount of fascia can only 
be accounted for chiefly by atrophy. 

The uterine prolapse is corrected by short 
ening of the broad ligaments which results 
from tilting of the fundus of the uterus forward 
and downward. The cervix is displaced up- 
ward and backward so that the anteversion 
of the uterus which results twists the broad 
ligament about 180 degrees. The twist pro- 
duced in the broad ligaments in cases of com- 
plete procedentia where the cervix points up- 
ward and the fundus downward is about 360 
degrees. When one considers the width of 
the broad ligaments one appreciates the amount 
of shortening of the broad ligaments which 
results from a twist of 180 to 360 degrees. Any 
tendency for the bladder to prolapse increases 
the tilting of the uterus and consequently 
elevates it in the pelvis. There is no necessity 
for suture of the peritoneum, as it is in contact 
with the uterus, and in a few hours becomes 
adherent. To suture the peritoneum to the 
uterus increases the traumatism and also adds 
to the danger of sepsis without, it seems to me, 
being of any advantage. 


INDICATIONS 

1. All cases of cystocele after the menopause. 
Most of the cases of cystocele during the child- 
bearing period are probably best treated by 
the operation of Stone, Goffe, or Reynolds. 

2. All cases of prolapse of the uterus after 
the menopause where there is no suspicion of 
malignant disease. Where there is complete 
procedentia the operation should be modified 
by excision of part of the uterus. 

3. In all case of prolapse and cystocele dur- 
ing the reproductive period where pregnancy 
is improbable or undesirable. In these cases 
the modified operation of excision of a part of 
the tubes should be done. In the other cases 
palliative or less radical operations should be 
resorted to, at least until after the menopause. 

The uterus should never be removed except 
for malignant disease, as it is of great value as 
a plug for occlusion of the hernial opening of 
the bladder and of much use as a prop for the 
bladder. When the uterus is removed the 
vaginal canal should generally be completely 


closed, as otherwise hernia of the bladder is 
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very liable to recur, and inversion of the vaginal 
canal frequently takes place. 


RESULTS 


The following table is a report of the oper- 
ations done by me since Jan. 1, 1905: 

Transposition of uterus and bladder, 45. 

Transposition of uterus and bladder with 
excision of portion of tubes, 4. 

Transposition of uterus and bladder with 
amputation of fundus, 2. 

Transposition of uterus and bladder with 
amputation of fundus and excision of endo- 
metrium, 2. 

Transposition of uterus and bladder with 
operations upon ovaries and tubes for disease, 


Transposition of uterus and bladder with 
vaginal myomectomy, 3. 

Transposition of uterus and bladder with 
section of part of the base of each broad liga- 
ment and suture of cut ends in front of the 
cervix, 4. Total, 68. 

A portion or all of the cervix was amputated 
in 8 patients. 

An effort has been made to examine or get a 
recent report from all of these patients. I have 
a recent report or examination of 49 of these 
patients. I have been unable to see or get a 
report from the other 19 patients. Satisfactory 
results were obtained in 42 patients. Two 
patients report no protrusion, but not com- 
plete relief from pelvic distress. Two patients 
have a feeling of fulness in the vagina, but no 
protrusion. One patient complains of slight 
protrusion, which on examination proved to 
be some thickened mucous membrane over the 
body of the urethra. This thickened mucous 
membrane should have been removed. One 
patient reports that there is slight protrusion 
which is getting less but which produces very 
little discomfort. This patient had a large 
uterus which is probably undergoing atrophy, 
and the protrusion will probably entirely dis- 
appear. In one case the fundus protruded 
through the vulvar orifice and required a 
second operation. It is of interest to note that 
one of these patients was a nullipara, the pa- 
thologic lesion was a cystocele with protrusion 
of a considerable area of the vaginal wall 
through the vulvar orifice. 


A report from the Mayos dated April 9, 1909, 
relative to this operation states: ‘There has 
been in all 48 cases with one death due to 
embolus. The results have been good in all 
but one case, in which the uterus was too small, 
it being a hard, senile small uterus, and the 
patient returned with a recurrence of her 
trouble.’’ These are the total number of cases 
from 1906 to the present date. 

I have inquired after and examined when- 
ever possible the patients on whom this oper- 
ation had been performed during the last 
eleven years, and in only one of my cases to 
my knowledge has a second operation for pro- 
lapse been necessary. I have only the hospital 
reports upon most of the cases from Jan., 1808, 
to Jan., 1905, and these are not found to be 
sufficiently complete to be of use. 

There has been no case of recurrence of the 
cystocele and it is practically impossible for 
the bladder to prolapse. The fixation of the 
uterus underneath the bladder is certain to be 
permanent, as there is no possibility of the 
line of union of the uterus to stretch out, as the 
wound is so situated that there is no or little 
tension upon the line of union. With the 
bladder permanently attached to the posterior 
wall of the uterus, it is impossible for it to pro- 
lapse without extensive protrusion of the 
uterus, which cannot occur unless it is very 
large, and when it is very large a part of it 
should be excised. 

Recurrence of the Uterine Prolapse. There 
has been but one case of protrusion of the 
uterus after this operation which has required 
a second operation, and this was in a case of 
complete procedentia of the uterus measuring 
about five inches in depth. The unmodified 
operation was done largely for the purpose of 
testing the limits of the operation. The fundus 
protruded in the course of a few months after 
the operation a distance of 2 or 3 inches, and 
required another operation. The cervix con- 
tinued to point upward and backward. There 
has been no tendency for a recurrence of pro- 
lapse of the cervix, and in fact it would be im- 
possible for it to do so. 

In a very few cases there has been a slight 
catheter cystitis, but this has not given much 
trouble. In the recent report of 49 cases not 
one of them complained of any vesical symp- 
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toms. 
there been retention of uterine secretions. 
There have been no deaths, to any knowledge, 
either as a direct or indirect result of the 
operation. 

The technique is not difficult. The time 
of operation including the modifications and 


In not one case, to my knowledge, has © 
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plastic operations upon the vagina has varied 
from 7 minutes to about 45 minutes. 

One should remember that many of these 
cases, especially in elderly women, have more 
or less general ptosis of the abdominal and 
pelvic organs, which should be considered in 
the treatment and estimated in the results. 





URETERAL FISTULA AS SEQUELA! OF PELVIC OPERATIONS ' 


A GENERAL CONSIDERATION OF THE SUBJECT 


By JOHN A. SAMPSON, ALBany, NEw York 


departments of surgery, there arises 

a new series of complications which 

must be recognized, remedied, and 
finally avoided. One of the most serious com- 
plications which has presented itself in the 
advance in pelvic surgery is that of injury to 
the ureters and, as post-operative sequele of 
these injuries, ureteral fistule have often 
resulted. 

In a paper of mine on the relation between 
cancer of the uterine cervix and the ureter, 
published in March, 1904 (The Johns Hop- 
kins Hospital Bulletin), I called attention to 
the frequency of injury to the ureter in hysterec- 
tomy for that condition. In 156 hysterecto- 
mies for carcinoma of the uterine cervix in Dr. 
Kelly’s Clinic at the Johns Hopkins Hospital 
there had been 1g instances of accidental injury 
to the ureter, but only 11 instances of ureteral 
injury in 4,513 other major gynecological oper- 
ations. These injuries were of various kinds, 
as clamping, ligating, cauterizing and cutting 
the ureter, or interfering with its blood-supply 
so that necrosis occurred. Some of these in- 
juries were recognized at the time and the 
ureter released if clamped or ligated, and re- 
paired if excised, while others were not dis- 
covered until afterwards. The cases of acci- 
dental ligation and clamping of the ureter have 
been published (American Medicine, Nov., 
1902), and also those of ureteral necrosis (Johns 
Hopkins Hospital Bulletin, April, 1904). Of 
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Fig. 1. Relation between the ureters and the uterus in 
the various posterior displacements of the latter. X4. 

In the normal anteposition of the uterus the ureters lie 
posterior to that organ until they reach the base of the 
broad ligament, when they cross the cervix from behind 
in order to reach the bladder in front. In displacements 
of the uterus, the relation between the uterus and the 
ureters becomes altered without changing the course of 
the latter, except as the trigonum of the bladder may be 
slightly displaced by the displaced cervix. As indicated, 
the retroverted uterus may be situated posterior to the 
ureters for their entire course. 


these 30 cases, ten resulted in ureteral fistule. 
Two fistule followed clamping the ureter, six 
followed necrosis, one ureter was cauterized, 
a portion of another was excised and the ureter 


1 Read before the American Gynecological Society, April, 1909. 
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Fig. 2. Relation between the ureters and the uterus, 
the latter in retroposition and in the right side of the pelvis. 
Xx 

This represents a reconstruction from cross sections of 
the frozen body of a multipara about 30 years old. As 
shown, nearly the entire uterus is to the right of the median 
line. The course of the ureters is the same on each side, 
viewed from the standpoint of the sides of the pelvis and 
the median line, but on account of the extreme right lateral 
displacement of the uterus, the right ureteral orifice is situ- 
ated directly in front of the center of the cervix while the 
left one is situated to the left of the cervix. Had the cervix 
been in mid-position, it would have been equally distant 
from each ureter. For cross section, taken at a-b, see 
next illustration. 


repaired but a fistula resulted which ultimately 
healed. 

The relation between cancer of the uterine 
cervix and the uterus caused me to study the 
latter under normal and abnormal conditions 
with a view of ascertaining how injury to them 
might be avoided. I wish to present, in this 
communication, a brief general review of the 
subject, and to especially emphasize certain 
features which have impressed me in these 
studies. As this is but a very brief review of 
the subject I have presented only some of the 
results of my own studies and space does not 
permit me to treat the subject more fully and 
to refer to the many valuable contributions 
made by others. 


CERTAIN IMPORTANT ANATOMICAL FEATURES 
OF THE URETERS FROM THE STANDPOINT 


OF URETERAL FISTULE 
The ureters pass over the pelvic brim mesial 
to the ovarian vessels, and follow the sides of 


. 
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the pelvis, just beneath the peritoneum, to the 
base of the broad ligament, from which point 
they converge to their vesical openings. The 
distance between the two ureters varies in 
different subjects. As they lie just beneath 
the peritoneum above the base of the broad 
ligament, this distance corresponds to the in- 
ternal transverse diameter of the pelvic cavity 
at this level. Within the base of the broad 
ligament they converge and, as they cross the 
cervix, the distance between them varies from 
7.5 tog cm.; this diminishes to 4 - 4.5 cm. at 
their entrance into the bladder. The ureteral 
orifices are from 2.5 — 4 cm. apart, the distance 
varying in individual cases and with the degree 
of distension of the bladder. 

The relation between the cervix of the uterus 
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Relation between the ureters and uterus as seen 
X %. 


Fig. 3. 
in cross section. 
The situation of the cross section is indicated by the line 
a-b in Fig. 2 and represents an antero-posterior plane 
from a point 3 cm. above the symphysis in the anterior 
abdominal wall to the tip of the coccyx posteriorly, and 


cuts the uterus at the internal os. The relation of each 
ureter to the fixed structures of the pelvis is the same, while 
their relation to the uterus is dependent on the position 
of the uterus in the pelvis. The right ureter is but 8 mm. 
from the cervix in this section, while the left is 3.5 cm., or 
over four times this distance. The uterus rests in the 
hollow of the sacrum and is posterior to the ureters for 
their entire course, and therefore the cervix is not crossed 
by the ureters as when the uterus is in anteposition. 
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and the ureters depends upon the size of the 
cervix and its position in the pelvis; whether 
in the right or left side and, moreover, whether 
the uterus is in retroposition, anteposition, 
or descensus. In retroposition of the uterus 
the ureters may be situated anterior to the 
uterus for their entire course (see Fig. 1), while 
in anteposition of the uterus their course is 
posterior to that organ until they reach the 
parametrium, when they cross the cervix from 
behind in order to reach the bladder in front. 
The independent relations between the ureters 
and the uterus under normal conditions is 
shown by the fact that, if the cervix is in one 
side of the pelvis, it is correspondingly nearer 
that ureter than the other; in fact any mod- 
erate displacement of the uterus in any direc- 
tion alters but very slightly the relation of the 
ureters to each other or to the sides of the pelvis 
(see Figs. 2, 3). 

As I have emphasized elsewhere (Johns 
Hopkins Hospital Bulletin, Feb., 1904,) the 
ureter, through its peristalsis, forms a sheath 
from the tissues about it. This sheath varies 
with the tissue along its course and cannot be 
considered as a distinct structure belonging to 
the ureter. It must not be confounded with 
Waldeyer’s sheath which extends only a short 
distance above the bladder and consists 
mostly of bundles of smooth muscle. It is 
more marked in some individuals than in 
others, and is usually better formed about the 
pelvic than about the abdominal portion of 
the ureter. For these reasons the sheath can 
be sometimes definitely demonstrated in cross 
section and in other instances not. This 
sheath is of great importance, for it not only 
furnishes a channel in which the ureter may 
slide as it contracts, but it is also a protection 
to the ureter from the invasion of cancerous 
growths and inflammatory processes. This 
sheath is attached to the parietal peritoneum 
(see Fig. 4), which explains why the ureter is 
carried with the peritoneum above the base of 
the broad ligament, when this portion of the 
peritoneum is stripped from the side of the 
pelvis. It arises from the tissues of the base 
of the broad ligament, is crossed by the uterine 
vessels, and is surrounded by the vesico- 
vaginal plexus of veins; in places these veins 
help to form its wall. It blends with the 
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Fig. 4. Cross section of the ureter with peritoneum 
attached, 1.5 cm. above the entrance of the ureter into the 
parametrium. X 5. 
From the same case shown in Fig. 5, but opposite ureter. 
The ureter by its peristalsis converts the tissue about it into 


a form of sheath, which in this situation is attached to the 
peritoneum; in freeing the peritoneum the ureter, with 
its sheath, is carried with the peritoneal flap thus formed. 
Within the sheath and loosely attached to the ureter, the 
periureteral arterial plexus can be seen in cross section, 
see Fig. 5. By freeing the peritoneum from the side of the 
pelvis the ureter can always be found attached to it if one 
wishes to locate it, but, if the peritoneum is accidently 
freed during an operation, there is danger of injuring the 
ureter. In an ideal uretero-vesical implantation the sheath 
and the peritoneum attached to it should be sutured to the 
bladder, in order to relieve any tension on the implantation 
and also to preserve the ureteral sheath and thus protect 
the ureter and its blood supply. 


sheath of Waldeyer, enclosing the upper end 
of it. 

A knowledge of the blood supply of the ure- 
ter is also of great importance in its surgical 
treatment (see Fig. 5). Small branches, which 
may be called uretero-subperitoneal arteries, 
arise from the larger vessels as the aorta, 
renal, ovarian, iliac, uterine, vesical, and vag- 
inal arteries. These small arteries usually 
divide into two branches, first a ureteral and 
second a subperitoneal branch, the latter 
supplying the tissue about or near the ureter. 
The ureteral arteries, on reaching the ureter, 
divide into ascending and descending branches, 
both running along the duct and united to 
it by loose fibrous tissue. The ascending 
branches of one artery anastomose freely with 
the descending branches of the ureteral artery 
above, and the descending branches with the 
ascending branches of the lower ureteral artery; 
thus there arise about the ureter, relatively 








SURGERY, 


482 





st.D. Int Iliac 


of dl Yuretira 


Fig. 5. Blood supply of the ureter, demonstrating the 
periureteral arterial plexus. X 4. 

The left renal and the right internal iliac arteries were 
injected, one hour after death, with a 15 per cent solution 
of gelatin colored with ultramarine blue; the abdominal 
and pelvic organs were removed and hardened in 10 per 
cent formalin and the drawing was made from the dissected 
hardened specimen. The left tube and ovary have been 
removed and the uterus drawn upwards and to the right; 
the contracted bladder has been drawn downwards. The 
ureteral arteries, forming the periureteral arterial plexus, 
arise from the aorta, renal, ovarian, internal iliac, uterine 
and vaginal arteries and are marked, A. R. O. I. U. and V. 
The plexus is formed by ascending and descending branches 
of fhe ureteral arteries which unite with each other and 
thus nourish the ureter for its entire length. As one would 
suppose, the ureter may be dissected free for its entire 
length and necrosis will not occur if the plexus is intact, 
but, if the latter is destroyed for only a short distance, 
necrosis is apt to occur. 
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large arterial trunks running in a longitudinal 
direction from the kidney to the bladder. From 
these large trunks smaller branches arise which 
are more deeply imbedded in the perimuscular 
fibrous tissue of the ureter than the larger ones 
and some of these anastomose with each other 
forming, with the main trunks, a periureteral 
arterial plexus extending the entire length of 
the ureter, up over the pelvis of the kidney and 
accompanying the ureter through the bladder. 


Sacriéi 
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lig. 6. Extreme lateral displacement. of the cervix in 
which there is danger of injuring the ureter during hys- 
terectomy. X 4. - 

Diagrammatic representation of a cross section of the 
pelvic contents taken at the level of the internal uterine os. 
The dotted lines represent the position of ureter within its 
sheath and the cervix before the latter was drawn upwards 
and to one side by the operator. On drawing the uterus 
upwards and to one side, as occurs in hysterectomy, in 
order to ligate the uterine vessels and free the cervix, the 
ureter is displaced very little and is easily pushed to one 
side, unless there is a thickening of the parametrium unit- 
ing the cervix to the ureteral sheath. If induration is 
present (inflammatory or the result of the invasion of the 
tissues by cancer), the sheath will be adherent to the cervix 
and therefore carried with it when the latter is drawn up- 
wards and to one side; the ureter will thus be displaced as 
shown in the illustration and may easily be injured. If 
the adhesions are the result of infection the ureter and its 
sheath may be separated by cutting close to the cervix with 
scissors. If it is due to cancer it is best to split the sheath 
and shell out the ureter or else excise the lower end of the 
ureter. 
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Fig. 7. 
for cancer of uterine cervix, uterus adherent (inflammatory) 
to the left side of the pelvis, cervix in extreme lateral posi- 
tion. X }. 

As the result of adhesions, from a previous pelvic peri 
tonitis, the entire uterus was adherent to the left side of 
the pelvis; note the short left round ligament and the very 


Uterus, tubes and ovaries removed by operation 


long right one. The left ureteral sheath is hypertrophied 
and adherent to the cervix; the ureter was freed by splitting 
open the thickened sheath and shelling it out. The right 
ureter was distant from the cervix as indicated, and was 
easily pushed to one side. The growth was still confined 
to the cervix and arose from within the cervical canal. The 
adhesions between the cervix and left ureteral sheath were 
inflammatory in origin and probably independent of the 
cancer, as the entire left side of the uterus, left tube and 
ovary, were adherent to the side of the pelvis. 


From this plexus small vessels arise which 
penetrate the walls of the ureter and supply its 
deeper structures. I do not know whether 
or not there is a free anastomosis between the 
deeper branches of these arteries. 

This periureteral arterial plexus may be in. 
jected for its entire course from such arteries 
as the renal and the internal iliac; and also 
probably from any one of the larger arteries 
which furnish an ureteral artery. A knowledge 
of this arterial plexus and its blood supply ex- 
plains why it is possible to free the ureter from 
the kidney to the bladder, thus severing all 
blood-vessels coming to the ureter between 
these organs, without the occurrence of 
necrosis. It also explains why necrosis may 
occur, if the ureter is roughly handled for 
a short distance. 


PELVIC CONDITIONS IN THE OPERATIVE TREAT- 
MENT OF WHICH THERE IS DANGER OF URE- 
TERAL INJURY. 


From a review of Stoeckel’s excellent mono- 


graph (Ureterofisteln and Ureterverletzungen, 
published by Breitkopf and Hartel, of Leipzig, 
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in 1go0o), and also from the literature, one finds 
that there have been reported instances of in- 
jury to the ureters in the operative treatment 
of nearly every pelvic condition in which it was 
possible for the operator to gain access to the 
ureters, either as the result of carelessness or 
ignorance on his part, or in conditions where 
the ureters were unavoidably brought into the 
field of operation. I wish to consider especially 
the latter cases in this communication. 

Lateral Displacement of the Cervix. Ex 
treme lateral displacement of the cervix brings 
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Fig. 8. Mass adherent to the parietal peritoneum cov 
ering the ureter, the removal of which is associated with 
danger of injuring the ureter. X 4 

Diagrammatic representation of a cross section of the 
pelvic contents through such a mass. The dotted lines 
indicate the position of the ureter before traction was made 
on the mass. Such a condition might be caused by an 
adherent laterally retroposed uterus; an ovarian cyst; 
myoma; ovarian, tubal, appendiceal, sigmoid or other 
intestinal inflammatory masses or an intestinal new growth, 
or implantations of cancer or papilloma on the peritoneum. 
If in attempting to free such a mass the peritoneum cover- 
ing the ureter is torn and stripped from the side of the 
pelvis, the ureter will be carried with it and may be easily 
injured. Fortunately the inflammatory thickening of 
the peritoneum makes this difficult and we have also 
learned to free ovarian and tubal inflammatory masses by 
lifting them up and thus separate them from the peri- 
toneum to which they are attached. Sometimes there is 
free oozing from the raw surface caused by separating the 
mass from the adherent peritoneum and if one clamps or 
passes ligatures carelessly there is danger of injuring the 
ureter concealed beneath the bleeding peritoneum. 
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Fig. 9. Relation between an infected ovary (puerperal) 
and the ureter (a little less than natural size). 

The pelvic organs with surrounding soft parts were 
removed at autopsy from a patient who had died from 
puerperal infection due to criminal abortion induced three 
weeks before her death. The specimen thus obtained was 
preserved in Kaiserling’s fluid. The illustration was made 
from a stained (hematoxylin and eosin) perpendicular 
section taken through the left cornua of the uterus (slightly 
retroverted), tube, ovary and ureter. The uterine wall 
appears normal in this section (showed abscesses in other), 
the tube is normal, abscesses (dark areas) are present 
between the layers of the broad ligament along the side of 
the uterus, about its cornua and also in the ovary. The 
ovary is adherent to the peritoneum covering the ureter. 
The ureter contained within its sheath is normal. The 
iliac vessels and a small lymph node are situated above the 
ureter. The operative treatment of such a condition is 
attended with danger of injuring the ureter if the parietal 
peritoneum is stripped from the side of the pelvis. This 
is avoided by lifting the ovary up from below (as indicated 
by the arrow a) when it may be separated from the peri- 
toneum to which it is attached. 


the cervix very close to, or even in actual con- 
tact with the ureter of the side towards which 
the cervix is displaced (see Figs. 2, 3). This 
displacement may be caused by several con- 
ditions such as a tumor which, either as a new 
growth or an exudate situated on one side of 
the uterus, pushes the cervix to the opposite 
side, adhesions which may draw the uterus 
towards the same side of the pelvis or contrac- 
tion of the base of the broad ligament as the 
result of infection or the invasion of cancer. 
The displacement of the fundus to one side 
of the pelvis may tilt the cervix to the op- 
posite side. The lateral position may also be 
congenital or developmental. Hysterectomy, 
when lateral displacement exists, is not neces- 
sarily associated with danger of ureteral injury, 
because the ureter is easily pushed to one side 
unless there are adhesions between the cervix 
and its sheath as the result of injury, infection or 
malignancy. Under the latter conditions the 


ureter within its sheath will be carried with the 
cervix when the uterus is drawn upwards, and it 
will be difficult to separate them (see Figs. 6 
and 7.) 

Masses Adherent to Peritoneum Covering the 
Ureter.—A mass, such as the body of a laterally 
retroposed uterus, an ovarian, tubal, or in- 
testinal inflammatory mass, or a new growth, 
may be adherent to the peritoneum covering 
the ureter. In freeing such masses there is 
danger of tearing the peritoneum which is ad- 
herent to it. When this portion of the per- 
itoneum is stripped from the side of the pelvis 
the ureter, which is attached to it by its sheath, 
will be carried with it and may be injured (see 
Figs. 8, 9, 10, and 11). It has been mistaken 
for a blood vessel and clamped, ligated, and cut 
between the ligatures. In attempting to con- 





Fig. 10. Relation between tuberculosis of the tubes and 
the ureter (a little less than natural size). 

The pelvic organs with surrounding soft parts were 
removed at autopsy from a patient who had died from 
miliary tuberculosis, the primary focus was probably in the 
Fallopian tubes. The specimen thus obtained was pre- 
served in Kaiserling’s fluid. The illustration was made 
from a stained (hematoxylin and eosin) cross section taken 
through the left half of the body of the uterus, left ovary, 
tube and ureter. The endometrium is thickened as the 
result of tuberculosis. The tube is enlarged and distended 
with caseous material, and the tuberculous process has 
extended through the wall of the tube causing it to become 
fused with the parietal peritoneum covering the ureter. 
The peritoneum is greatly thickened, tubercular and the 
ureter is adherent to it. The ovary is normal. The ure- 
teral sheath is shown and one may see that had an opera- 
tion been undertaken to remove the pelvic organs and had 
the parietal peritoneum been torn that the ureter would be 
carried with it and easily injured. Fortunately the easiest 
plane of cleavage is usually between the tubes and parietal 
peritoneum. 
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Fig. 11. Relation between an implantation of cancer on 
the peritoneum and the ureter (a little less than natural 
size). 

The pelvic organs with surrounding soft parts were re- 
moved at autopsy from a patient who had died from general 
carcinosis secondary to carcinoma of the breast; many peri- 
toneal implantations of cancer were present. This illus- 
tration was made from a stained cross section through the 
pelvic portion of the ureter over which there was situated 
a peritoneal implantation of cancer. The ureter and its 
sheath is shown and the cancer had invaded the peritoneum 
directly over the ureter. A similar condition might be 
present from peritoneal implantations of cancer or papil- 
loma from any source as the ovary, and if it seemed best 
to remove them, the ureter might be easily injured. In 
freeing the peritoneum the ureter, unless carefully dissected 
out and pushed to one side, would be carried with the peri- 
toneum because its sheath is attached to the latter. 


trol bleeding following the freeing of such 
masses, even when the peritoneum has not 
been stripped from the side of the pelvis, there 
is danger of clamping or ligating the ureter lying 
beneath the oozing area and concealed by per- 
itoneum. 

Intraligamentary Tumors.— Such tumors in 
their extension may lie in contact with the 
ureter, displace it laterally or even downward 
or upwards; the displacement varying with the 
situation and size of the tumor (see Fig. 12). 
They may compress the ureter, causing a hydro- 
ureter, or even surround it. Such conditions 
are usually caused by a parovarian cyst or a 
myoma developing between the folds of the 
broad ligament. Unless the surgeon is on his 
guard the ureter may be injured, especially if 
it is displaced and dilated, when it may be 
easily mistaken for a blood-vessel. The 
ureter has been injured more frequently in 
operations of this kind than in any other except 
in hysterectomy for cancer of the uterine cer- 
vix. These tumors, as well as any other tumor 
situated to one side of the uterus, may cause a 
lateral displacement of the cervix so that, in a 
hysterectomy, there is danger of injuring the 
opposite ureter. 

Inflammatory Exudates in the Base of the 
Broad Ligament.— Exudates in this situation 


may push the ureter to one side and the cervix 
to the other or they may push them together; 
after the evacuation of the exudate or its ab- 
sorption, the contractions which result are 
apt to draw the cervix towards the side of the 
pelvis and the ureter of that side. This is one 
cause of lateral displacement of the cervix. 
The ureter is protected from the abscess or 
exudate by its sheath, which becomes greatly 
thickened, thus better protecting the ureter 
(see Fig. 13). As the ureteral sheath is more 
or less fixed, the ureter may be injured in the 
incision and drainage of such an abscess, 
whether it is approached from above or below; 
or it may be clamped in controlling the bleed- 
ing which may arise from the incision of the 
parametrium. 
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Fig. 12. Intraligamentary tumor, the removal of which 
is associated with danger of injuring the ureter. X 4. 

Diagrammatic representation of a cross section of the 
pelvic contents, taken at the level of the internal uterine os. 
Such conditions are usually caused by a parovarian cyst or 
a myoma developing between the folds of the broad liga- 
ment. They are often in contact with the ureter and may 
strip it from its peritoneal attachment and greatly displace 
it; the direction of the displacement and the amount vary- 
ing with the situation and size of the tumor. They may 
compress the ureter or even grow around it, causing hydro- 
ureter and hydro-nephrosis. The tumors often cause a 
lateral displacement of the cervix so that if a hysterectomy 
is done there is danger of injuring the opposite ureter. 
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Fig. 13. Relation between parametrial infections and 
the ureter (a little less than natural size). 

The illustration was made from a stained (hematoxylin 
and eosin) cross section of the right half of the cervix, para- 
metrium and portion of the bladder wall; from same case 
shown in Fig. 9. The cervix appears normal in this 
section (abscesses were present in other sections), the para- 
metrium is swollen (indurated on palpation) and contains 
several abscesses (see dark areas). An abscess is situated 
between the cervix and the bladder wall and has partly 
destroyed the latter. The ureter is normal, its sheath, 
i. e., the surrounding tissue, is greatly hypertrophied as the 
result of the inflammatory reaction. One may see the 
danger of cutting the ureter in incising the parametrium or 
clamping it should there be free bleeding. 


Retroperitoneal Tumors.— A tumor mass 
lateral to the ureter will push the peritoneum 
with the attached ureter towards the median 
line; and in the operative treatment of such a 
mass the ureter may be injured (see Fig. 15). 
I have encountered but two such cases, one a 
recurrence of cancer of the uterine cervix in a 
pelvic lymph node and the other a large retro- 
peritoneal cyst which was probably a large 
hydronephrotic kidney. 

Cancer of the Uterine Cervix.— The ureter 
has been injured more frequently in hysterec- 
tomy for cancer of the uterine cervix than in 
all other conditions combined. The para- 
metrium is the tissue most frequently involved 
either by direct extension or by metastases of 
the growth, and the ureter with its sheath 
passes through this tissue (see Fig. 16). In 
attempting a wide excision of the growth the 
ureter is exposed and, unless one is familiar 
with its anatomy, it is easily injured when 
ligating the uterine artery, which crosses it, 
and still more easily when controlling hem- 
orrhage arising from the injured vesico-vaginal 
plexus of veins which surrounds the lower por- 
tion of the ureter (see Fig. 17). The para- 
metrium becomes indurated by the invasion 
of cancer and it may also be thickened as the 


Fig. 14. Relation between parametrial infections and 
the ureter (a little less than natural size). 

The illustration was made from a similar section as the 
one shown in Fig 13, except at a lower level and the oppo- 
site side, same specimen. Two abscesses are present, the 
bladder wall is not involved in this section. The ureter 
is shown and the sheath about it is composed mostly of 
bands of muscle, i. e., Waldeyer’s sheath, and must not be 
confused with the other sheath described in this paper. 
After evacuation of the abscess, the shrinkage resulting 
would draw the cervix towards the side of the pelvis and is 
one cause of lateral displacement of the cervix. 


result of an apparent inflammatory reaction in 
cases where cancer is still confined to the cervix 
(see Fig. 7). This induration causes the 
cervix to become adherent to the tissues sur- 
rounding the ureter (its sheath), and on mak- 
ing traction on the uterus the ureter is drawn 
up with it and, unless great care is exercised, 
will be injured. In the lateral extension of 
the growth the ureter may be, but is rarely 
actually invaded by the growth (see Fig. 18). 
The sheath usually becomes involved first; 
this hypertrophies, thus protecting the ureter 
(see Fig. 19) and later compressing it. The 
renal insufficiency resulting from compression 
of the ureters often causes the death of the 
patient. 

In extreme prolapse of the bladder and 
uterus the ureteral orifices may be situated 
outside the vulva; the lower end of the ureters 
are thus greatly displaced, but the ureters are 
rarely injured in the operative treatment of 
this condition. 

Injuries of the Ureter which may Result in 
Fistule— Jf the ureter is completely cut 
across by a knife, scissors, or cautery, and is not 
repaired, and if there is an avenue for the 
escape of urine a fistula will result which may 
persist indefinitely; only in very exceptional 
cases and after a long period of time will it 
close spontaneously, and then only as a result 
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of occlusion of the ureter. If the urine escapes 
into the peritoneal cavity or into the retro- 
peritoneal tissues, the patient may die as the 
result of infection, or, if the operation has 
lowered her resistance (and operations in 
which the ureter is accidentally injured are 
usually severe), the absorption of urine com- 
bined with renal insufficiency is very likely to 
cause her death. If infection is absent, the 
opposite kidney sufficient, and the patient is 
in good condition, she will recover and, unless 
an avenue for the escape of urine appears, the 
ureter will become occluded and the urine will 
be absorbed. Such cases have undoubtedly 
occurred and the condition has not been sus- 
pected. 

In 1904 I began a series of experiments on 
dogs in order to determine the effect of the 
presence of urine in the peritoneal cavity. In 
two dogs one ureter of each was cut across and 
the abdomen closed. To my surprise the con- 
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Fig. 15. Tumor lateral to the ureter, the removal of 
which is associated with danger of injuring the ureter. 
X Z. 

Diagrammatic representation of a cross section of the 
pelvic contents, taken above the level of the internal uterine 
os. Fortunately this condition is a very unusual one. 
The peritoneum with ureter attached has been displaced 
towards the median line and unless the condition is recog- 
nized at the time of operation the ureter is liable to be in- 
jured. 





Fig. 16. Relation between cancer of the uterine cervix 
and the ureters. X 4. 

Reconstruction of cancer in a specimen, removed at 
operation, in which the lower portion of both ureters were 
sacrificed and the renal ends were implanted into the 
bladder. The ureters are indicated and one may see that 
they would soon become compressed by the growth, see 
next illustration. 


valescence of both dogs was most uneventful. 
They were quiet and did not like to be dis- 
turbed for the first two or three days, but after 
that seemed well. They were killed, one a 
week after the operation and the other three 
weeks. The ureter of each had become oc- 
cluded resulting in a moderate hydroureter 
and hydronephrosis and there was no urine in 
the peritoneal cavity or in the tissues about the 
end of the retracted ureter. I found later, in 
the literature, that similar results had been 
obtained by others. 

Longitudinal incisions of the ureter heal 
spontaneously and often with very little leak- 
age of urine, if there is no obstruction below 
the opening. Transverse incisions do not heal 
as well as longitudinal ones, because separation 
of the cut ends occurs and a persistent fistula 
is apt to result. Clamping the ureter, even 
for a few minutes, may so injure it that a fistula 
develops later, which usually manifests itself 
a few days after the operation. On the other 
hand this does not necessarily follow. A tem- 
porary ligature does less harm than a clamp, 
and probably very rarely causes sufficient 
necrosis to lead to a ureteral fistula. A ureter 
may be cut and ligated and the ligature, if of 
catgut, may later be absorbed, a fistula result- 
ing. A tight ligature about the ureter may 
cut through its walls and cause a fistula. This 
is especially liable to occur if silk is used and 
infection is present. In one dog in which I had 
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Fig. 17. Relation between cancer of the uterine cervix 
and the ureters (a little less than natural size). 

This illustration was made from a stained cross section 
through the lower third of the cervix of the specimen 
shown in the preceding iilustration. It shows very well 
the marked hypertrophy of the mesial wall of the sheath 
of the right ureter and that the sheath is derived from the 
tissues along the course of the ureter and, at this level, the 
outer wall is partly formed by the vesico-vaginal plexus of 
veins. This specimen emphasizes the proximity of the 
ureters to the lower end of the cervix, that it takes but a 
very little invasion of the parametrium by cancer for the 
sheath of the ureters to become involved and once involved 
that the dangers of ureteral injury during operation are 
great. On drawing the uterus upwards during the opera- 
tion the ureters are carried with the cervix, because the 
sheath of each is adherent to it. The ureters may be freed 
from the cervix by splitting the sheath along its lateral side 
and shelling the ureters out. This may be done (could 
have been done in this instance) and necrosis of the ureter 
will not occur if the ureter is handled gently and the peri- 
ureteral arterial plexus is not injured. 


ligated the bare ureter with fine silk, the suture 
cut through the wall of the ureter and its lumen 
was re-established; an end to end anastomosis 
had resulted and the urine escaped into the 
bladder. 

From our knowledge of the blood supply 
of the ureter one would infer that the ureter 
could be dissected free for its entire length 
without the occurrence of necrosis if the peri- 
ureteral arterial plexus was preserved. Clini- 
cal experience has confirmed this. On the 
other hand one would infer that, if this plexus 
was injured for only a short distance, necrosis 
might occur, and clinical experience has shown 
that if the lower end of the ureter is roughly 
handled in the removal of a cancer of the uter- 
ine cervix, a fistula is likely to result, the uri- 
nary discharge appearing one or two weeks 
after the operation. 

Experiments on dogs showed that this ne- 
crosis began as a hemorrhagic infarct of the 
walls of the ureter, that the inner coats are 
first affected, and that the infarcted area first 


appears in the tissue beneath the epithelium 
lining its lumen. The size of the area in- 
volved and the extent of the process depended 
on the severity of the circulatory disturbance. 
Rupture of the ureter did not always occur, be- 
cause the necrosis was not always extensive 
enough, and even when extensive, the injured 
portion of the ureter sometimes became em- 
bedded in adhesions which splinted it and 
nourished its outer coats through vessels de- 
rived from the surrounding tissues. The 
effect of the necrosis was a stricture due to the 
swelling of the necrotic tissue. This stricture 
was temporary in some instances; in others 
it became permanent, due to the replacement 
of the necrotic tissue by scar tissue, and in still 
others was so extensive as to cause complete 
occlusion of the ureter with loss of function of 
the kidney (see Fig. 20). Rupture of the ure- 


ter occurred in two instances and led to an 





Fig. 18. Unusual relation between cancer of the uterine 
cervix and the ureters (a little less than natural size). 

A patient, with adeno-carcinoma of the uterine cervix, 
suddenly died and at autopsy the cause of death was found 
to be a cerebral embolism secondary to a vegetative endo- 
carditis. The pelvic organs with surrounding soft parts 
were removed and preserved in Kaiserling’s fluid. This 
illustration was made from a stained cross section through 
the lower third of the cervix, both ureters and a portion of 
the bladder wall. The cervix has been replaced by cancer; 
the bladder wall is not involved in this section and the 
right ureter with its sheath is normal. The left ureter has 
been invaded by the growth and the lateral walls of the 
sheath are intact but the posterior wall has been invaded 
by cancer and, at a little higher level, cancer may be seen 
extending through the sheath and invading the ureter. 
Usually the ureter does not become invaded by the cancer 
but the invasion of the sheath causes the sheath to hyper- 
trophy and this hypertrophy compresses the ureters, causing 
renal insufficiency and often the death of the patient. 
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Fig. 19. Relation between cancer of the uterine cervix 
and the ureter (a little less than natural size). 

The illustration was made from a stained (hematoxylin 
and eosin) cross section through the lower third of the 
cervix of a specimen removed at operation in which the 
lower portion of the right ureter was removed with the 
growth and the ureter was implanted into the bladder. 
The growth has extended into the right parametrium and 
has invaded the mesial portion of the ureteral sheath and as 
a result the sheath has become hypertrophied, thus pro- 
tecting the ureter and later, in the course of the disease, 
this hypertrophy will increase and the ureter will become 
compressed, causing renal insufficiency. 


extravasation of urine which became encap- 
sulated (see Fig. 21), and in one instance the 
encapsulated urine became infected causing a 
periureteral and pararenal infection (see Fig. 
22). Had an avenue for the escape of urine 
been formed in these cases ureteral fistule 
would have resulted, in the first case of the 
total type, and in the second probably of the 
partial type. The encapsulated urine would 
have undoubtedly been absorbed and the ure- 
ter occluded in the first case; in the second one, 
if infection had not been present, the opening 
in the ureter might possibly have healed. I 
believe that ureteral necrosis in human beings 
results in a similar manner and follows a sim- 
ilar course. The most important factor in its 
etiology is injury to the periureteral arterial 
plexus arising from tearing or otherwise in- 
juring the plexus, as may occur in dissecting 
the ureter free or handling it roughly after it 
has been freed. Other etiological factors 
must be considered, as the ligation of vessels 
supplying the plexus, the interference with the 
formation of adhesions from which the ureter 
may be nourished, as occurs in the presence 
of exudates, infection, gauze, and the destruc- 
tion of the tissue about the ureter as results 
from mass ligatures and the use of the cautery. 
Pressure on the ureter, stricture below the 
injury, and general lowered resistance of the 
individual, also favors necrosis and fistula for- 


mation. I have had the opportunity to study 
but one instance of the formation of a ureteral 
fistula from necrosis in a human being. The 
patient died on the oth day following hyster- 
ectomy for cancer of the uterine cervix, where 
the lower ends of both ureters had been freed. 
The cause of death was not determined at 
autopsy, but a localized necrosis in the lower 
end of the right ureter was found, and the 
ureter was about to rupture at this place (see 
Fig. 23). 

Ureteral fistulae may result in. other ways; 
as the failure of ureteral repair either in 
uretero-ureteral anastomosis or in the im- 
plantation of the ureter into the bladder or 
intestines. The removal of an ureteral cal- 
culus may also be followed by a fistula which 
usually heals spontaneously in a short time. 


THE CLASSIFICATION OF URETERAL FISTULE 

Ureteral fistula may be grouped according 
to their etiology, and whether unilateral or 
bilateral, or combined with a vesicovaginal 
fistula. They may also be designated accord- 
ing to the portion of the ureter involved as, the 
renal, abdominal, pelvic, or vesical, and with 
what part of the body the fistula communi- 
cates, as the abdominal wall, uterine canal, 
vagina, or intestines. 

The above classifications have their im- 
portance because the symptomatology, diag- 
nosis, prognosis if untreated, and treatment 
vary with these types. 

A still more important grouping of ureteral 
fistulae presents itself, according to whether 
the fistula is total or partial, indicating by 
total that there is not any communication with 
the bladder, and that all of the urine from that 
kidney escapes by the fistula (see Fig. 24). 
A partial ureteral fistula implies that a com- 
munication with the bladder still remains, either 
due to the fact that the ureter is not completely 
severed (see Fig. 25), or if the ends of the sev- 
ered ureter are separated, a sinus connects 
them (see Fig. 26). The importance of this 
classification is evident from the standpoint of 
symptoms, diagnosis, and especially prognosis 
if untreated, because the partial ureteral fistule 
will nearly always heal spontaneously with 
more or less complete preservation of the 
function of the kidney, unless a stricture of 
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Fig. 20. Experimental ureteral necrosis resulting in occlusion of the ureter. 

The larger vessels of the periureteral arterial plexus of a dog were stripped from about 1 cm. of the lower portion 
of the left ureter and both uterine arteries were ligated. The dog was killed at the end of three weeks. The result 
was, ureteral necrosis with occlusion of the ureter and formation of hydroureter and hydronephrosis. The necrosis 
began in the inner coats of the ureter and a thin shell of the outer coat was still living. A fistula did not form because 
the outer coat was still living and it became adherent to the rectum and surrounding tissues which splinted and 
nourished it. The blood supply of the ureter of a dog and man are quite similar and the experiment simulated what 
might happen in the rough handling of the ureter in hysterectomy for uterine cancer. Had infection been present, or 
the blood supply of the surrounding parts been destroyed by mass ligatures or the cautery, or had gauze been in contact 
with the ureter, the latter would probably have ruptured. 

Fig. 21. Experimental ureteral necrosis resulting in rupture of the ureter. 

The experiment was similar to the one demonstrated in the preceding illustration. In this instance the necrosis 
was so extensive and the adhesions so slight that the ureter ruptured. The extravasated urine became encapsulated 
and eventually the urine would become absorbed and probably the ureter occluded and the function of the kidney 
would cease. Had an outlet been provided for the escape of urine, an ureteral fistula would have resulted and of 
the total type, see Fig. 24. 

Fig. 22. Experimental ureteral necrosis resulting in rupture of the ureter and associated with infection. 

The experiment was similar to the preceding ones except that the dog was killed earlier, i. e., at the end of six days. 

The result was quite similar to the preceding one except for the presence of infection and that the ureter had not 
been completely severed. Had infection not been present, the opening in the ureter might have closed and the encap- 
sulated urine would have become absorbed and the function of the kidney would have been preserved. Had an 
avenue been provided for the escape of urine, an ureteral fistula would have resulted and of the partial type, see Fig. 25. 
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Fig. 23. Longitudinal section of ureter showing local- 
ized necrosis about to rupture and cause an ureteral fistula. 
X 4 
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he ureters had been freed in a radical operation for 
cancer of the uterine cervix. The patient died on the 6th 
day. The cause of death was not determined. Had the 
patient lived, a fistula of the partial type, see Fig. 25, 
would have probably resulted and this would have healed 
spontaneously. 


the ureter is present; on the other hand, the 
total fistula will continue indefinitely, or if 
they “heal” it will be by occlusion of the 
ureter. 


SYMPTOMATOLOGY OF URETERAL FISTUL2 


The symptoms of ureteral fistule are but 
the manifestations of normal anatomy and nor- 
mal physiology as altered by the condition 
present. They vary with the portion of the 
body with which the distal end of the fistula 
communicates, and also with the type of fistula, 
whether total or partial, whether bilateral or 
unilateral, and whether or not complications 
are present. 

In a total ureteral fistula all the urine from 
the kidney escapes through the fistula; the 
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fistulous tract interferes with the discharge of 
urine, and thus harms the kidney, and the 
dangers of renal infection are great. Thus in 
addition to the symptoms arising from the 
fistula, there are usually those arising from 
obstruction to the outflow of urine and the re- 
sulting insufficiency of that kidney; these 
symptoms are often aggravated by infection. 
In a partial ureteral fistula usually only a 
part of the urine escapes through the fistula, 
there is also usually less obstruction to the 
outflow of urine and therefore less harm to the 
kidney and the dangers of infection are less 
than when a total ureteral fistula is present. 
If complications or other conditions exist, 
corresponding symptoms are present. 





Total uretero-vaginal fistula. 
representation of one. 
A stricture is always present after the fistula has per- 


Fig. 24. Diagrammatic 


sisted for a short time, and infection is often present. All 
the urine from the kidney escapes through the vagina 
except as the fistula may become temporarily or perman- 
ently occluded. On palpation one may often feel the indu- 
ration about the fistula. On cystoscopic examination the 
ureteral orifice is “dead,” urine does not escape and there 
is no motion about it. A ureteral catheter may be passed 
a short distance and on injecting colored fluid into the 
catheter it does not appear in the vagina but flows back 
into the bladder (a very exceptional case might occur where 
the severed ends of the ureter communicated with the 
vagina through separate openings). The fistula persists 
indefinitely and, if it heals spontaneously, it is only after 
a long period of time and with occlusion of the ureter and 
destruction of the function of the kidney. 
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Fig. 25. 
representation of a partial uretero-vaginal fistula due to a 
lateral opening in the ureter. 

A stricture may be present but often is very slight or 


Partial uretero-vaginal fistula. Diagrammatic 


entirely absent. The amount of urine escaping into the 
vagina and bladder varies with the size of the lateral open: 
ing and also the degree of patency of the ureter below the 
opening. On palpation one may often feel the induration 
about the fistula. On cystoscopic examination, urine may 
or may not be seen escaping from the orifice but it, if it is 
not seen, a “tug” will usually be noticed due to the con- 
traction of the ureter above. A ureteral catheter may be 
passed beyond the opening, if a stricture is not present, 
and colored fluid injected into the catheter, whether the 
end of catheter is passed beyond the opening or not, will 
appear in the vagina. The fistula usually heals spontane- 
ously, in a short time, and often with very little stricture 
formation. 


DIAGNOSIS OF THE VARIOUS TYPES OF URETERAL 
FISTULZ 


One of the greatest aids in the diagnosis of 
the possibility of an ureteral fistula is the con- 
science of the operator. It is a post-operative 
sequela which is often expected but is not 
always realized, and it rarely occurs when least 
expected. 

An exact diagnosis is of great value not only 
to ascertain whether or-not a ureteral fistula is 
present and which ureter is injured, but also 
to determine whether it is a total or partial 
fistula, and whether or not other conditions 
are present, because the treatment varies with 
the conditions present, as shall be shown later. 
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The patient complains of a urinary discharge 
and also voids urine, unless there is a bilateral 
ureterovaginal fistula, a vesicovaginal fistula 
is also present, or the other kidney has been 
re.noved or has ceased to function. The 
amount of discharge varies with the activity 
of the kidney at the time and is influenced by 
many factors, as amount of water taken, etc. 
The urinary discharge may appear a few hours 
after the operation, as when the ureter has been 
incised and there is a free exit to the escape of 
urine, or it may not appear for several days, or 
even as long as two weeks after the operation. 
The delay in the appearance of the urine may 
be due to the failure of a free exit, or if the in- 
jury causes necrosis, it usually does not result 
in a fistula until several days, or even two or 
three weeks, have elapsed. If the patient is 





Fig. 26. Partial uretero-vaginal fistula. Diagrammatic 
representation of a partial uretero-vaginal fistula, in which 
there is a complete severance of the ureter with retraction 
of the cut ends but there is still a communication between 
these ends through a sinus, as well as a communication 
with the vagina. A stricture is always present if the fistula 
has persisted for any length of time. The symptoms and 
physical signs are similar to those of the preceding except 
that a stricture is always present. Such a condition prob- 
ably exists for only a short time as either one or the other 
fistula will close, thus forming either a total uretero-vaginal 
fistula or a total uretero-vesical fistula. If the latter forms 
persists the discharge of urine from the vagina ceases but 
the kidney is injured by the persistent ureteral stricture 
and eventually the stricture may close, thus destroying the 
function of the kidney. 
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at times dry and remains so for several hours, 
it suggests that either a partial fistula is present 
or there has been a temporary blocking of the 
ureter. The blocking of the ureter may occur 
in either type of fistula, but more often in the 
total one, and is often associated with dis- 
comfort. On abdominal palpation there may 
or may not be tenderness or a tumor mass in 
the region of the kidney; this depends on the 
condition of the kidney. On vaginal palpation 
one usually feels induration on the side of the 
pelvis where the fistula is situated, if a uretero- 
vaginal fistula is present. On inspection of 
the vaginal vault, in such a case, the opening 
of the fistula may often be seen, but it may be 
difficult to detect, and its situation may be mis- 
leading in determining which kidney is in- 
volved. The distension of the bladder with 
colored fluid will show the presence of a vesico- 
vaginal fistula; and the failure of the appear- 
ance of colored fluid in the vagina indicates an 
intact bladder; still a small vesicovaginal 
fistula situated high up in the bladder may 
leak but very little. The greatest aid is ob- 
tained from the use of the cystoscope. If one 
sees urine actively coming from one ureteral 
orifice and none from the other orifice, the 
diagnosis of the side involved is made; in a 
partial ureterovaginal fistula some urine 
might escape into the bladder through the 
affected ureter but it would be much less active 
than the intact side. In a total ureteral fistula 
there is no sign of activity about the orifice of 
the side affected, because the ureter is severed 
from the bladder. In a partial one, even 
though urine does not escape into the bladder, 
there may be periodic retractions of the orifice, 
due to the pulling of the ureter still connected 
with the bladder. If a small renal catheter is 
passed into the “silent” ureteral orifice it can 
probably be passed only a short distance if a 
total ureteral fistula is present and, even if it is 
a partial one, a stricture may be present pre- 
venting the passage of the catheter. If colored 
fluid is injected through the catheter, as in the 
induction of artificial renal colic or renal lavage, 
it will flow back around the catheter into the 
bladder if the fistula is total, or, if the fistula is 
partial, some will appear in the vaginal or 
abdominal opening of the fistula, as the case 
may be. In this way we may determine 


whether we are dealing with a total or a partial 
ureteral fistula, a most important differential 
diagnosis to make. If the end of the catheter 
should pass by the opening of a partial ureteral 
fistula, the colored fluid would be forced into 
the kidney but would be discharged through 
the fistula after the withdrawal of the catheter. 
I tried to reverse the process in one case by 
passing a small catheter into the opening of 
the fistula in the vaginal vault and then forcing 
colored fluid into the fistula. I later catheterized 
the bladder to see if it appeared in the bladder. 
It was a dangerous experiment, as the patient 
was sick several days with the symptoms of 
renal infection. I have concluded that it is 
unsafe to insert catheters through the vaginal 
opening into a fistula. The use of a segregator 
may give valuable information, but the cysto- 
scope is our greatest aid in studying these con- 
ditions. Chromocystoscopy is undoubtedly of 
great aid especially in the water-distended 
bladder, but in the air-distended bladder, the 
activity of the ureteral orifice, as well as 
whether or not urine is escaping, can usually 
be readily detected, even if the urine is not 
colored. In certain partial ureteral fistula, 
the ureter may be severed but a communica- 
tion between it and the bladder may still exist 
through a sinus, the vesical end of the severed 
ureter having remained patent. The differ- 
ential diagnosis between this form of partial 
ureteral fistula and the form where the injured 
ureter is not severed would be impossible, 
especially if there was a stricture present in 
the latter case. 


COURSE OF URETERAL FISTUL# UNOPERATED 
UPON 

Partial ureteral fistule usually interfere very 
little with the outflow of urine, and thus with 
the function of the kidney; they usually heal 
spontaneously in a short period of time, i. e., a 
few days or a few weeks, and with the preserva- 
tion of the function of the kidney, unless some 
other conditions are present which would tend 
to maintain the fistula, as obstruction to the 
ureter below the fistula, cancer, or a foreign 
body as a silk suture or gauze about the ureter. 

Total ureteral fistula are always associated 
with stricture, interfere with the outflow of 
urine, and therefore injure the kidney. They 








494 


persist indefinitely and are often associated 
with attacks of ureteral obstruction and renal 
infection. If they heal spontaneously, which 
is unusual, and then only after a long period of 
time, the ureter becomes occluded and the func- 
tion of the kidney ceases. 

A partial uretera fistula, where the ureter 
is severed but the ends are united by a sinus, 
also interferes with the outflow of urine and 
therefore the function of the kidney. Such a 
condition, I believe, is temporary, and that one 
sinus will close, and as a result, either a total 
ureteral fistula or a total ureterovesical fistula 
will persist. Even if the result is a total 
ureterovesical fistula and the patient is appar- 
ently cured, a portion of the ureter has been 
replaced by a sinus, a stricture is present, the 
function of the kidney is impaired, renal in- 
fection is apt to occur, and there is the possi- 
bility of eventual occlusion of the sinus, and 
thus occlusion of the ureter. The course of 
ureteral fistula associated with other conditions 
may or may not be altered by these other con- 
ditions. 


TREATMENT OF URETERAL FISTUL 


When a. urinary discharge appears after an 
operation, I believe that it is best to make the 
patient as comfortable as possible and not to 
attempt an exact diagnosis until after she has 
regained her strength. A knowledge of what 
was done at the time of the operation, together 
with subjective symptoms, usually furnishes a 
very good clue as to the diagnosis. The dis- 
charge may cease entirely in a few days or 
within two or three weeks, before we have been 
able to make an exact diagnosis. A small 
vesicovaginal fistula or a partial ureteral fis- 
tula will often close in that length of time. 
After the patient has regained her strength, 
the first step should be to determine whether 
or not a vesicovaginal or a_ureterovaginal 
fistula is present if the urine is discharged 
through the vagina. The distension of the 
bladder with sterile colored fluid will usually 
clear up this point unless both conditions are 
present. After three to four weeks have 
elapsed since the operation, we should attempt 
to determine whether the fistula is partial or 
total, as has been outlined under diagnosis. 
If the fistula is partial we may wait longer, 
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but a persistent partial fistula demands the 
same treatment as a total ureteral fistula, and 
the patient should be relieved before the kidney 
has been injured by a persistent stricture, and 
the repeated attacks of infection which are so apt 
to occur. Another class of cases present them- 
selves, i. e., those where several months or even 
years have elapsed since the operation causing 
the ureteral fistula. Their condition is one 
demanding operative interference whatever 
the type of fistula may be. 

What is the treatment of a total ureteral fis- 
tula or a persistent partial one? The ideal 
treatment should be not only to close the fis- 
tula but also to re-establish a permanent unob- 
structed channel for the discharge of urine from 
the kidney into the bladder. The presence of 
a stricture of the ureter is a constant menace to 
the health of the individual, as is also a kidney 
with an occluded ureter; these are the results of 
many so-called cures of ureteral fistule. 

According to the conditions present and the 
general health of the patient, three methods 
of treatment seem rational, first a uretero- 
vesical implantation, second nephrectomy, and 
third the maintenance of the ureteral fistula. 
A uretero-ureteral anastomosis of the same 
side or into the opposite ureter does not 
seem to me to be adapted to those cases. 
A successful ureterovesical implantation is 
the ideal operation, if it both cures the fistula 
and relieves the stricture of the ureter so that 
the function of the kidney may not be inter- 
fered with. A truly successful ureterovesical 
implantation is adapted only to those cases in 
which the ureter may be implanted into the 
bladder without tension and in which the kid- 
ney is worth saving. Implantation of the ure- 
ter of a kidney which has been practically 
destroyed by a stricture of long duration and 
repeated attacks of infection is contraindi- 
cated, hence the importance of the early 
operative interference in ureteral fistula. Imp- 
lantation of the ureter into the bladder when the 
tension will be so great that the function of the 
ureter will be greatly impaired or destroyed, 
is also contraindicated. A nephrectomy is 
indicated in those cases in which the opposite 
kidney is known to be sound and in which an 
ideal ureterovesical implantation is not pos- 
sible, especially if the surgeon has reason to 
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believe that the kidney involved has been 
greatly injured by the fistula. The main- 
tenance of the fistula is indicated only in those 
cases in which both a ureterovesical implanta- 
tion and a nephrectomy are contraindicated. 

There has been much discussion as to the 
route to be used in making a ureterovesical 
implantation. In an ideal ureterovesical im- 
plantation the ureter must not be compressed 
and the implantation must be made without 
tension, for the function of the ureter must be 
preserved. I agree with those who believe that 
this can be done by the intraperitoneal route 
better than by any other. A median incision is 
made, the pelvis is walled off with gauze, and 
both ureters inspected. The peritoneum is in- 
cised below and parallel to the pelvic brim, and 
a flap of peritoneum carrying the ureter is then 
dissected from the side of the pelvis, thus form- 
ing the extraperitoneal part of the operation. 
By this method the ureter may be freed from 
the peritoneal flap for only a short distance; 
the access to the bladder is easy and it may be 
freed and drawn up towards the ureter and 
fastened to the side of the pelvis, so as to make 
up for any loss in the length of the ureter. If 
this is not sufficient the ureter may be freed 
and drawn down. The bladder wall should 
be sutured to the ureteral wall by three or 
four interrupted sutures and should not be 
sutured around the ureter. After making the 
implantation, the peritoneal flap should be 
sutured to the bladder, thus relieving tension. 
The field of operation may be made extra- 
peritoneal and drained through the vagina 
or through the groin as by the extraperitoneal 
route. I believe that this route is better than 
the inguinal extraperitoneal one. I have im- 
planted the ureter into the bladder six times by 
the inguinal extraperitoneal route with one 
death, and that from the anesthetic on the 
operating table. In each operation I found 
that it was more difficult to expose the ureter 
than by the intraperitoneal route, and it was 
also necessary to free the ureter more. The peri- 
toneal cavity was opened unintentionally in 
each instance and the access to the bladder 
was difficult. I have never had any experi- 
ence with the intraperitoneal ureterovesical 
implantation, except following the resection 
of the lower end of the ureter or urcters 


in hysterectomy for advanced cancer of the 
uterine cervix where the procedure is similar 
to that just described. The above sugges 
tions are based on my experience in the ure- 
terovesical implantations in these latter cases, 
as compared with the six cases by the extra 
peritoneal route. 


PROPHYLAXIS OF URETERAL FISTULA 

The prophylaxis of any undesirable post-oper 
ative sequela is intelligently handled only after 
the sequela has occurred and especially after 
its severity and the difficulty in relieving the 
patient has been fully realized. 

The prevention of post-operative ureteral 
fistula must be based on the prevention of 
injuries to the ureter during operations, the 
ability to recognize them if they occur, and if 
necessary, to successfully repair them at that 
time. The surgeon must be familiar with the 
normal anatomy of the ureter, especially its 
relation to the other pelvic structures and how 
these relations may be altered by disease and 
various operative procedures. 

When the cervix is in extreme lateral position 
it lies very near or in actual contact with the 
ureter of that side, but usually there is little 
danger in hysterectomy in these cases if the 
cervix is freely movable, because on drawing 
the uterus upwards the cervix is usually drawn 
away from the ureter and the latter is easily 
pushed to one side. If the cervix is more or 
less fixed and there is any induration in the 
base of the broad ligament, the tissues about. 
the ureter, i. e., its sheath, are apt to be ad- 
herent to the cervix, so that on drawing the 
uterus upwards the ureter is carried up with 
the cervix and freed from it with great difh 
culty. The ureter is easily injured in these 
cases in the control of the uterine vessels or in 
freeing the cervix, unless the ureter is first 
isolated and drawn to one side. In all cases 
except cancer, injury to the ureter may be 
avoided by using scissors and cutting the tissues 
close to the cervix. If any doubt exists as to 
situation of the ureter it had best be exposed 
by freeing a flap of peritoneum above and 
tracing it down to the field of operation. 

The ureter is apt to be injured in freeing 
masses which are adherent to the peritoneum 
covering the ureter, if this peritoneum is stripped 
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from the side of the pelvis. In attempting to 
control the oozing which may result in freeing 
the mass, the ureter covered by the peritoneum 
is in danger of being clamped or ligated. We 
have learned that tubal and ovarian inflam- 
matory masses are best freed by beginning be- 
low them and lifting them out of the pelvis, 
as we say we are able to get into the right layer, 
i. e., we work between the mass and the peri- 
toneum and separate the two and do not strip 
the peritoneum from.the pelvis as we are likely to 
do if we begin at or near the pelvic brim, where 
the peritoneum is often continuous with that 
covering the mass. This procedure protects 
the peritoneum covering the ureter and for this 
reason the ureter is seldom injured in the 
removal of pelvic inflammatory masses. For- 
tunately the peritoneum is also usually thick- 
ened by inflammation and not easily torn. 

We have learned that intraligamentary 
tumors are often in contact with the ureter and 
may even displace it, and unless great care is 
used it will be clamped in the control of hemor- 
rhage or it may be mistaken for a large blood- 
vessel, ligated} and cut. We are therefore con- 
stantly on our guard in removing these tumors. 

In retroperitoneal tumors situated lateral to 
the ureter, the ureter with the peritoneum cov- 
ering it is displaced towards the median line 
and must be recognized to be avoided. If in 
any operation doubt exists as to whether a cer- 
tain structure is the ureter, it is best to first 
expose the ureter, as can always be done by 
dissecting downwards a flap of the parietal 
peritoneum above the field of operation; the 
ureter will be found adhering to it and can thus 
be easily traced downwards. 

The lower ends of the ureters require special 
attention in the radical operations for cancer 
of the uterine cervix. The ureters pass through 
tissue which should be removed in every in- 
stance. This should be done by freeing the 
parametrial portion of the ureters down to the 
bladder, carefully drawing this portion of the 
ureters to one side and then removing the 
uterus with a wide incision of the parametrium. 
Injury to the ureter may be prevented in the 
following manner. First expose the ureter 
above the base of the broad ligament, by dis- 
secting the peritoneum from the side of the 
pelvis, as has been described; the ureter can 
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readily be seen attached to this flap, and with- 
out disturbing it in any way it can be traced 
into the parametrium. On following the ureter 
through the parametrium the uterine vessels 
are next encountered as they cross the ureter, 
and may be ligated and cut at this point. In 
some instances the bladder and ureters ma} be 
easily pushed to one side by the finger covered 
with gauze, but more often the parametrium 
is thickened and the ureteral sheath is adherent 
to the tissues about the cervix so that-it is diffi- 
cult to free them. Under these circumstances, 
the sheath should be split open when the ure- 
ters can readily be shelled out, and, if handled 
carefully, there is very little danger of ureteral 
necrosis. 

A ligature placed about the ureter may be 
removed at the close of the operation, and the 


dangers of the formation of a fistula are slight. 


The ureters have been released after 48 and 
58 hours, and the patients have recovered 
without the formation of fistulz. 

A clamp does more harm, and fistule have 
followed clamping of a ureter even when the 
clamp has remained on the ureter for only a 
few minutes. In such an instance a gauze 
drain should be placed down to the site of the 
injury, but should not come in contact with 
the ureter. 

Longitudinal wounds of the ureter heal with 
very little leakage and sutures are usually not 
necessary. ‘Transverse wounds with retraction 
of the cut surfaces should be sutured unless 
they are near the bladder, when a uretero- 
vesical implantation is usually safer. 

What shall be done when the ureter is com- 
pletely severed or a portion is excised? If a 
ureterovesical implantation is possible, it is 
the best procedure, and this may be done when 
the injury is quite high up, by freeing the blad- 
der and drawing it towards the ureter, and 
fastening it to the side of the pelvis and, if that 
is not sufficient, the ureter may be freed and 
drawn down. If a ureterovesical implanta- 
tion is impossible on account of the high situ- 
ation of the injury, the ends of the severed 
ureter should be united if they can be approx- 
imated without too much tension. Several 
of the successful cases of ureteroureteral 
anastomosis have probably amounted to liga- 
tion of the ureter. 
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What shall be done if either a ureterovesical 
or an uretero-ureteral anastomosis is imprac- 
ticable? The ureter may be permanently 
ligated; this has been done several times and 
the patients have recovered without any dis- 
comfort referable to this procedure. The 
dangers of this procedure are first, renal in- 
fection, second, the ligature may cut through 
the ureter and a fistula result, third, renal in- 
sufficiency may result, due either to insuffi- 
ciency of the other kidney, or the patient may 
be very weak as the result of the operation and 
the added shock of ligation of the ureter, and 
the increased work thrown on the other kidney, 
which is unprepared for that work, may cause 
the deathof the patient. It is much safer to ligate 
the ureter of a kidney whose function is already 
partly destroyed, than it is to ligate the ureter 
of a normal kidney, for in the former case the 
opposite kidney has had an opportunity to 
adjust itself to the insufficiency of the kidney 
whose ureter is ligated. If the ureter is ligated 
the ligated end should be brought out near the 
surface through a small incision in the groin 
or lumbar region, so that any of the above 
complications may be relieved by freeing the 
end of the ureter. I believe that the deliberate 
formation of a ureteral fistula by bringing the 
cut end of the ureter to the surface of the abdo- 
dominal wall and then later removing the kid- 
ney if the opposite one will permit, is a safer 
procedure than ligation of the ureter. The 
nephrectomy in the latter instance is under- 
taken when the patient is in good condition, 
and furthermore, as the ureteral fistula will 
have interfered with the function of the injured 
kidney, the efficiency of the opposite will have 
increased and will be better prepared for the 
increased work, which necessarily follows a 
nephrectomy, than had the kidney whose 
ureter is injured been normal and removed, or 
its function suddenly destroyed by ligating its 
ureter. Other things being equal, it is much 
safer to do a nephrectomy or ligate the ureter 
of a kidney whose function has been impaired, 
than if the kidney is normal, and this is 
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especially true, if the patient has been greatly 
weakened by a severe operation. 

The ureter may be freed for its entire length 
with very little danger of necrosis, if the peri- 
ureteral arterial plexus is uninjured, and, in 
the radical operations for cancer, the lower end 
may be freed but must be handled very care- 
fully, as injury to its periureteral arterial plexus 
is apt to lead to necrosis. This danger is 
lessened by preserving the blood supply of the 
surrounding tissues. Nothing is gained by ligat- 
ing the internal iliac artery in these operations, 
as the blood supply to the pelvic structures is 
impaired, thus increasing the chances for 
necrosis and infection; mass ligatures and the 
extensive use of the cautery have the same 
effect. The freed ureters should be covered 
as far as possible with peritoneum and the area 
drained, being careful not to let the gauze come 
in contact with the ureters. 

The prophylaxis of ureteral fistulz should 
be carried still further. The occurrence of 
pelvic conditions, whose operative treatment 
is associated with ureteral injury, in a large 
measure can and should be prevented. In the 
present age of preventative medicine we should 
do all that we can to prevent the failure of the 
recognition of every pelvic disease before it 
has reached an advanced stage. It is the 
treatment of the advanced stages of pelvic dis- 
eases that are particularly liable to be associated 
with danger of injury to the ureters, and the 
operative treatment of the advanced stages of 
cancer of the uterine cervix has been associated 


‘with ureteral injuries more frequently than 


the treatment of all other pelvic conditions 
combined. The earlier diagnosis of pelvic 
diseases is possible in the majority of cases, by 
obtaining the co-operation of our patients and 
by instructing them as to the significance of 
certain symptoms referable to the pelvic organs. 
The most important symptom of all is uterine 
bleeding, and especially when slight, inconstant, 
and painless, the one type that women are so 
apt to neglect, and the very type which begin- 
ning uterine cancer often causes. 
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WE ARE NO LONGER JUSTIFIED IN STERILIZING EVERY 
WOMAN WHO HAS A C#SAREAN SECTION’ 


By A. LAPTHORN SMITH, M.D., M.R.C.S., ENGLAND 
Surgeon-in-Chief of the Samaritan Hospital; Gynecologist to the Western General Hospital; Gynecologist to the Montreal Dispensary; 
Consulting Gynecologist to the Women’s Maternity Hospital; Fellow of the American Gynecological Society 


others of the most important operations 

in surgery, has undergone several rapid 

changes during the last few years. 
It began as a curiosity on dead women only 
and with the sole object of occasionally saving 
the child. So that the death rate in its early 
days was a hundred per cent for the mothers 
and about fifty per cent of the children. 

The first change for the better was when 
some heroic operator proposed to perform 
the operation on women who were dying, but 
not yet dead, after an impossible labor of 
several days’ duration. A few, perhaps ten 
per cent, of these recovered, to the surprise 
of the operator’s contemporaries, who probably 
looked upon him as mendacious for claiming 
that there were any maternal recoveries at all. 

These rare successes, however, emboldened 
others to intervene earlier and earlier, with 
an ever-increasing success, until in 1874, 
Cageaux and Tarnier estimated the death 
rate of the mothers at between fifty and seventy 
five per cent. Then in 1892 we see by Coe’s 
article in our “Transactions” of that year that 
“the Senger operation should possess especial 
interest for the Fellows of this Society, since 
we have contributed a respectable share of the 
successful cases to the statistics of the last 
decade, there having been sixty-eight in the 
United States during that period, with a 
maternal mortality of less than forty per cent.” 
Near the end of his paper he prophesied that 
the next ten years would see a notable improve- 
ment in our statistics. Surely enough, on 
opening the 1903 volume of our Transactions 
we see by Greene’s paper that the mortality 
at the Boston lying-in hospital was only one 
in nine cases, or eleven per cent, even in women 
who had already had a Cesarean section before. 
He does not give the mortality for the fifty done 
there, once on each woman, but it was pre- 
suniably still less. Clifton Edgar, one of our 


[os position of the Cesarean, like many 


most distinguished Fellows, in his book pub- 
lished in 1889, gives thie mortality for the mother 
as 8 per cent and 13 per cent for the child. The 
greatest drop in the mortality was due to the 
introduction of Senger’s method of closing the 
uterus with interrupted silk sutures; but even 
with it, the death rate remained high until 
the family doctor began to call in consultation 
an expert abdominal surgeon whenever he had 
a known case of disproportionate pelvis. As 
with ovariotomy, and as with hysterectomy 
for fibroid, so in Cesarean section a lowering 
of the death rate induced surgeons to operate 
earlier; and this in turn led to a still smaller 
mortality. The present death rate of about 
two or three per cent is chiefly due to making 
the operation one of election instead of one of 
emergency. Up to ten years ago even the 
most favorable cases for operation were women 
with deformed pelvis, who had been in furious 
labor for many hours, and on whom repeated 
and forcible efforts had been made to effect 
delivery. The operation may have been as 
skilfully performed then as we can do it now, 
although perhaps not so quickly; so that we 
can safely say that the majority, if not all of the 
deaths were due to the injuries received by 
the women from the futile attempts of nature 
or art to deliver them. The next great de- 
crease in the mortality occurred only two or 
three years ago when a few of the most courage- 
ous Fellows of the American Gynecological 
Society inaugurated a new era in the history 
of Cesarean section, by not only improving 
the condition of the class of women who had 
formerly been operated on, but by adding two 
entirely new and more favorable classes. That 
is to say, that instead of waiting until the life 
of both mother and child have been jeopardized 
by the violent use of forceps, and then doing 
Cesarean section, they have gradually per- 
suaded the family physician to do less and less 
damage; until now it quite frequently happens 


1 Read before the American Gynecological Society, April, 1909. 
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that we have an uninjured woman to operate 
on. When every family doctor becomes skil- 
ful enough to recognize that a given head can- 
not pass through a given pelvis without serious 
injury to either mother or child, or to both, 
and advises Cesarean section before using 
forceps; or even when he ceases in his efforts 
with the forceps before he has done serious 
injury; or even if he could do a moderate 
amount of damage without infecting the 
mother; then in the hands of an expert, 
Cesarean section would reach its highest per- 
fection, namely, a hundred per cent of recover- 
ies; which indeed it has almost reached in 
this year of 1909. 

But besides this class of deformed or dis- 
proportionate pelvis, which still gives a very 
small percentage of deaths, our Fellows have 
added two other classes of women, who be- 
cause they are operated on before any injury 
whatever has been done to the soft parts, 
promise to give a death rate as low as an average 
delivery in a private house, namely, about one- 
half of one per cent for the mother, and still 
better for the child. One of these classes 
comprises the women with puerperal convul- 
sions coming on just before the onset of labor. 
Up to a few years ago the best we could do 
for them was an accouchement forcé, which has 
a high death rate for both mother and child, 
even if the mother were in good condition. 
But the woman with puerperal eclampsia has 
been an anemic woman for several months, 
and has a low opsonic index; so that injury 
which a woman in good health but with a 
contracted pelvis might easily have recovered 
from, is fatal to her. It is probable however 
that even in these cases there will be one 
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hundred per cent of recoveries as soon as 


the whole mass of family doctors have been 
educated up to the point of abandoning 
entirely the accouchement forcé and of reli- 
giously refraining from doing any injury to the 
soft parts. 

The other class, namely, those with placenta 
previa, which is fortunately a very rare one, 
but which, until a few years ago, had a death 
rate as high as forty per cent in Europe and ten 
in America for the mothers, and much higher 
for the child, when treated by rapid delivery, 
now gives a mortality almost il when delivery 
takes place by Czsarean section. 

With all these improvements taking place 
we are justified in assuring a woman with a 
deformed pelvis, or with albuminuria, or pla- 
centa previa, that she and the child run less 
risk from delivery by Cesarean section than 
by any other natural or artificial process, 
and that if she should become pregnant again 
and if any of these three things should happen 
for the second time, which they are not very 
likely to do, she can be delivered again and 
again by Cesarean section, with little, if any, 
greater risk than that of an ordinary confine- 
ment. So that if the patient and her doctor 
leave it to us to do as we think right, we will 
not sterilize her. But what shall be our at- 
titude if the woman demands to be sterilized, 
so as to be saved from the inconvenience, or 
expense, or the slight risk which some might 
claim for the operation? I am inclined to 
think that in that case we are justified in com- 
plying with her request; not by removing the 
ovaries, but by taking out an inch or so of the 
uterine end of the tube, and sewing the peri- 
toneum over the interstitial part. 
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OVARIAN TUMOR, WITH TWISTED PEDICLE, COMPLICATING 
PREGNANCY ' 


By EDWARD P. 


HE following case of ovarian tumor with 
twisted pedicle suggests points of in- 
terest in connection with this subject. 


The patient, a married Polish woman, was preg- 
nant for the third time. Her general health had been 
good. Preceding pregnancies had terminated by 
delivery with forceps, followed shortly by the death 
of the child from birth pressure. The pelvis measured 
externally, between the anterior superior spines 26} 
cm., between the iliac crests 27 cm., across the tro- 
chanters 30 cm., right diagonal 22 cm., the left diagonal 
21 cm., the external conjugate 18 cm., the internal 
antero posterior diameter 8$ cm. The patient applied 
for treatment at the Jefferson Maternity with the hope 
of obtaining a living child which might survive. She 
came once for admission with fugitive pains, but was 
found not to be in labor and returned to her home to 
come back when labor began. She was admitted with 
ruptured membranes without pain. The head failed 
to descend, although pains gradually developed, and 
in accordance with the wish of the patient and her 
husband, she was delivered by celiohysterotomy. A 
living female child was easily delivered. The uterus 
was closed, the abdomen closed, and mother and child 
made good recoveries. 

Before labor the contour of the abdomen was slightly 
abnormal. It was impossible to distinctly outline a 
tumor, and the abnormality seemed, possibly, an itregu- 
lar distension of the uterus accompanying pelvic con- 
traction. When the abdomen was opened an ovarian 
tumor as large as a small foetal head was found upon 
the right side, its pedicle twisted from left to right four 
times. The tumor was dark red in color, and after 
the Cesarean operation was concluded, this pedicle 
was readily ligated and the tumor removed. Beyond 
the slight loss of time arising from its removal, its 
presence did not complicate the Cesarean operation. 
On examination the tumor proved to be an ovarian 
cyst, containing a dark, somewhat grumous blood- 
stained fluid. Gangrene had not yet developed, but 
the peritoneum about the tumor was slightly reddened. 

The patient’s pregnancy had apparently 
been uneventful, although she had complained 
of pain in the abdomen on several occasions 
and had once come to the Maternity supposing 
herself to be in labor. The tumor was so 
snugly fitted into the upper pelvis that its 
presence might readily have escaped detection 
if spontaneous labor had developed. It was 
sufficiently large to impede the descent of the 
foetus, but formed an obstacle which probably 
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would have been overcome by strong labor 
pains or vigorous traction with the forceps or 
upon the leg of the child. 

It was most fortunate for this patient that 
she was delivered by abdominal section. Had 
delivery occurred through the vagina sponta- 
neously or artificially, injury to the tumor 
must have resulted followed by the develop- 
ment of septic processes and_ septicemia. 
The size and situation of the tumor were such 
that it would not have been easy to have diag- 
nosticated the cause of the sepsis. 


FREQUENCY AND ETIOLOGY 


MacKerron (21) in 1,290 cases found torsion 
of the pedicle during pregnancy in 12} per 
cent; during the puerperal period in 22.7 per 
cent. 

Patton (24) in 321 cases found torsion of 
the pedicle a most common complication, 
occurring in 24 per cent. . 

Schultz (30) found torsion of the pedicle in 
21.6 per cent of all ovarian tumors in the non- 
pregnant state. 

Azzasi (2) found torsion of the pedicle most 
frequent from the second to the fourth months 
of pregnancy. 

Mackerron estimates that aside from preg- 
nancy, torsion does not occur in more than 8 
per cent of ovarian tumors. Apparently preg- 
nancy and the puerperal period cause this com- 
plication. His view coincides with that of 
Sir John Williams, who believes that torsion 
of pedicle is found nearly three times as often 
in ovarian tumor with pregnancy as in ovarian 
tumor apart from pregnancy. 

The cause of torsion may be found to some 
extent in the character and situation of the 
tumor. Those situated in the abdominal 
cavity are more likely to become twisted than 
those incarcerated in the pelvis. Dermoid 
tumors are so often impacted in the pelvis that 
they are less likely to become twisted than cystic 
tumors in the lower abdomen. 

The increased frequency of torsion in the 


1 Read betore the American Gynecological Society, April, 909. 
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puerperal period may be referred to the changes 
in the abdomen following the emptying of the 
uterus and uterine contractions during labor, 
which favor the twisting of the tumor. 


PATHOLOGY 

The pathology of twisting of the pedicle in 
ovarian tumor complicating pregnancy. differs 
in various cases in degree only. The cause of 
this difference seems to be in the sudden or 
gradual torsion of the pedicle. If torsion 
occurs suddenly it is followed by hemorrhage 
into the tumor, which may cause it to rapidly 
enlarge, and by the change in the contour of the 
abdomen, call attention to its presence. Where 
torsion occurs very gradually haemorrhage 
takes place much more slowly, the tumor in- 
creases more slowly in size, and if bacteria 
from the adjacent tissues find entrance to the 
tumor, suppuration will develop. Peritoni- 
tis next the tumor will develop in proportion 
to the degree of infection. Engorgement of 
the peritoneum is observed where the disten- 
sion is sudden and considerable. 


SYMPTOMS 

The signs and symptoms of this complica- 
tion are abdominal irritation and pain followed 
by the gradual development of toxemia and 
peritonitis. The violence and sudden onset 
of the symptoms will depend upon the sudden 
twisting of the pedicle followed with rapid 
and free hemorrhage. Where the torsion 
occurs gradually the pathological picture will 
develop slowly. 

The sudden onset of abdominal pain in a 
pregnant patient must suggest ruptured ectopic 
gestation, ovarian tumor with twisted pedicle, 
appendicitis, rupture of a septic focus followed 
by peritonitis as in a bursted pyosalpinx, and 
twisting of the ovarian ligaments, as in a case 
reported by Heinsius (15). Vomiting in greater 
or less severity may be present, or may be 
absent as a symptom. Rapid increase in the 
size of the tumor does not invariably point to 
twisting of the pedicle, for Daniel (6) reports 
hemorrhage in ovarian cysts complicating 
pregnancy without torsion of the pedicle. As 
gangrene develops in the tumor, following 


torsion, the symptoms of toxemia become more . 


apparent. Such would be fever or subnormal 
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temperature, rapid and feeble pulse, delirium 
or hebetude, dry and coated tongue, acute 
peritonitis with intestinal paresis, or peiitoneal 
sepsis without active inflammation. 


DIAGNOSIS 

The diagnosis of this complication is made 
by recognizing pregnancy, and by appreciating 
the presence of a tumor in addition to the 
uterus in the pelvis or lower abdomen. The 
diagnosis of beginning general peritonitis, 
with the recognition of pregnancy complicated 
by a pelvic or abdominal tumor, must suggest 
the diagnosis of an ovarian tumor with twisted 
pedicle. The two conditions most like this 
are acute appendicitis and rupture of a cystic 
tumor. The diagnosis would be more diffi- 
cult as peritonitis became well established. 
In many cases a positive diagnosis cannot be 
made without abdominal section. ‘The occur- 
rence of severe abdominal pain developing 
after labor with subsequent peritonitis, sug 
gests possible rupture of the uterus, bursting 
of a pyosalpinx, or the presence of an ovarian 
tumor with twisted pedicle. 

In the case reported by Hardy (12) after a 
precipitate labor, the woman died on the four- 
teenth day with peritonitis. Autopsy showed 
a dermoid tumor with twisted pedicle which 
had ruptured during labor. Although two 
tumors may be present, but one may become 
twisted and occasion symptoms, as in the case 
by Wiener (39). Symptoms of abdominal 
peritonitis developing in the puerperal period 
in the absence of puerperal septic infection 
suggests the presence of ovarian tumor with 
twisted pedicle. 

Rosenfeld (27) operated successfully upon 
a patient on the third day of the puerperal 
period, removing an ovarian tumor with 
twisted pedicle. 

The diagnosis of ovarian tumor obstructing 
labor is often not difficult. The tumor may 
present in advance of the head, or should it 
obstruct the descent of the head at the pelvic 
brim, its presence will alter the contour of the 
lower abdomen and attract attention. 

Fry (10) has called attention to the occur- 
rence of appendicitis and ovarian tumor with 
twisted pedicle during pregnancy, and the 
diagnosis of these conditions. 
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Clarkson (5) suspected twisting of the pedicle 
in an ovarian tumor complicating pregnancy 
from the sudden onset of symptoms following 
exertion on the part of the patient. Vomit- 
ing was lacking, but operation confirmed the 
diagnosis. 

Patton (24) reports a case where the abdom- 
inal enlargement occasioned by the presence of 
an ovarian tumor during pregnancy did not 
disappear after labor. ‘Two and a half weeks 
after confinement the patient was taken with 
severe pain in the left side, and operation 
revealed the presence of a cyst with twisted 
pedicle. 

So far as the diagnosis of this condition is 
concerned, symptoms of peritoneal irritation 
and infection developing during pregnancy or 
during the first month after delivery, puerperal 
septic infection being excluded, must suggest 
the presence of an ovarian tumor with twisted 
pedicle. Fortunately for the patient, other 
conditions presenting similar signs and symp- 
toms are so serious as to justify operation. An 
exact diagnosis before the abdomen is opened 
may be impossible, but the interests of the 
patient will not suffer from this uncertainty. 


NATURAL HISTORY 


The natural history of ovarian tumor with 
twisted pedicle complicating pregnancy must 
be that of hemorrhage, necrosis, gangrene, 
infection, peritonitis, and death. Only in the 
rarest cases could such a tumor become enu- 
cleated by exudate, and suppuration make its 
way into the bowel, the bladder, the vagina, 
or even through the skin. 


TREATMENT 

In considering the treatment of this condi- 
tion, the mechanical obstruction of labor by 
such a tumor would suggest the dislocation of 
the tumor and the delivery of the child through 
the vagina. This is but palliation, for the 
tumor remains after labor, and the twist of its 
pedicle renders inevitable the development of 
pathological conditions. 

The only safe treatment for such tumors 
obstructing labor is the removal of the tumor 
and the completion of labor. 

Spencer (33) removed an ovarian tumor 
obstructing labor, and delivered the patient 
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by forceps, with a successful result. Attempts 
at dislocating the tumor to permit delivery may 
cause it to burst when, if it be a dermoid, its 
contents become rapidly infective. 

Puncture of an ovarian tumor with or with- 
out twisted pedicle obstructing labor, has also 
been attempted. Hohl’s (16) experience dem- 
onstrates the danger of this procedure. Two 
hours after labor he removed a dermoid tumor 
which had obstructed parturition, and re- 
quired aspiration. Through the opening made 
in the cyst wall by the puncture, the dermoid 
contents had escaped into the peritoneal cavity. 
Peritonitis was inevitable. 

Many urge that in ovarian tumor without 
twisted pedicle complicating pregnancy, that 
if the tumor does not obstruct labor it should 
not be removed until after the uterus is emptied. 
In view of the fact that labor is very apt to 
cause twisting of the pedicle, delay would add 
to the danger of its removal by the presence 
of beginning peritonitis. 

Obstetricians will probably agree that 
ovarian tumor with twisted pedicle compli- 
cating pregnancy should be removed so soon 
as the diagnosis of the condition is made, 
whether this be during pregnancy, during 
labor, or in the puerperal period. In some 
cases, however, the diagnosis of twisting of the 
pedicle may not be clear, but the presence of a 
tumor may be recognized, or conditions may 
lead the obstetrician to fear that a focus of 
dangerous infection is developing within the 
abdomen. In the case reported, we did not 
positively diagnosticate tumor complicating 
pregnancy. The presence of a contracted 
pelvis seemed possibly to explain the abnormal 
abdominal contour, from the fact that the 
child could not enter the pelvic brim. 

The results of operation in all cases of 
ovarian tumor compiicating pregnancy are 
sufficiently good to warrant the belief that 
so soon as such a tumor is recognized it should 
be removed. Symptoms of twisted pedicle 
render haste imperative in its removal. 

Patton (24) collected g5 cases of ovarian 
tumor in pregnancy treated by the expectant 
plan, based upon the fear that the removal dur- 
ing pregnancy would cause its interruption. 
In these 95 cases there were 25 deaths, only 
four of which occurred in cases operated upon 
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after the termination of iabor; while 21 deaths 
occurred among those patients not treated by 
operation. Among the complications twisted 
pedicle occurred 29 times, 4 before labor, and 
25 during the puerperal period; there was rup- 
ture of the cyst in 13 cases, 3 before and 10 
during or after labor. Hemorrhage into the 
cyst was observed 3 times; suppuration 6 
times during the puerperal period. _ Follow- 
ing abortion or premature labor, peritonitis 
occurred 3 times as a primary complication. 

Of the 4 cases dying after operation in the 
puerperal period, 2 had twisted pedicle and 
resulting complications; of the 21 cases dying 
without operation, rupture of the cyst was given 
as a cause in 8; cause unknown in 4; peritonitis, 
3; twisted pedicle, 3; haemorrhage, 2; sup- 
puration of the cyst, I. 

The maternal death rate under the expectant 
treatment was 26.3 per cent; the interruption 
of pregnancy was 18.9 per cent. The mortality 
of operations in these cases, performed after 
labor, was 8.1 per cent. The mortality in 
patients not operated upon was 45.6 per cent. 

Patton also collected 31 cases treated by 
tapping, with a maternal mortality of 38.7 per 
cent; interruption of pregnancy, 54.8 per cent; 
the mortality from operation in the puerperal 
period was 2.7 per cent; the mortality in cases 
tapped in pregnancy, but not operated upon 
in the puerperal period, was 45 per cent. 
Expectant treatment without operation with 
its mortality of 45.6 per cent, and treatment by 
tapping without operation with its mortality 
of 45 per cent, are evidently most dangerous 
forms of treatment. 

Patton collected 184 cases treated by abdom- 
inal section, of whom 46 had twisted pedicle, 
25 per cent. The total death rate of this 
series, including all complications, was 4.3 
per cent. The percentage of interruptions of 
pregnancy was 19 per cent; the infant mor- 
tality was 23.3 per cent. 

This does not vary greatly from Weller’s 
(38) estimate of infant mortality in these com- 
plications of 22 per cent. 

Dsirne (8) in 97 operations performed at 
various times during pregnancy observed that 
the third month was the most favorable time 
for the removal of the tumor; while the fifth 
month seemed the most unfavorable. Pat- 
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ton’s table of 144 cases treated by operation 
would indicate that the fifth or sixth month 
of pregnancy. was the most favorable period 
for operation. Both these statistics include 
cases with twisted pedicle. Among the opera- 
tive cases, twisted pedicle was encountered 46 
times, or 25 per cent. ‘Torsion was met with 
most frequently in the seventh or eighth month. 

The view has been previously advanced that 
the removal of the tumor should be delayed, 
if possible, until after labor. Heiberg (14), 
Heywood Smith (32), Schroeder, Veit (36), 
Thoman (34), would delay operation for six 
or eight weeks after labor, and would avoid 
it if possible. 

Mackerron collected g2 operations in the 
puerperal period; among them were 28 cases 
of torsion of the pedicle, with 79 successful 
results in the series. Many of the patients 
were in a desperate condition at the time of 
operation. He remarks that in not one of the 
ten fatal cases was ovariotomy performed 
within forty-eight hours of the occurrence of 
acute symptoms. 

The presence of labor should not cause delay 
in the removal of the tumor. We have already 
alluded to Spencer’s prompt and _ successful 
removal of a tumor during labor, delivery 
being affected by forceps. 

Gow (Mackerron’s Essay) attended a pa 
tient at the Queen Charlotte Hospital, in labor 
with a cystic tumor in Douglas’s pouch. 
Under anesthesia the tumor was pushed up, 
the membranes ruptured, and the child de- 
livered by forceps. It suffered from shock, 
but quickly recovered. Without removing the 
patient from the table, the abdomen was pre- 
pared, section was performed, and a paro- 
varian cyst the size of a large orange, removed. 
The peritoneum was so adherent that the tumor 
could not be enucleated. The patient made 
an uninterrupted recovery after labor. 

Although a patient having an ovarian tumor, 
passing through labor, may escape with her 
life, her health will remain impaired until the 
tumor is removed. Doran (7) reports the 
case of a woman whose third labor was ob- 
structed by a pelvic tumor. The attending 
physician pushed the tumor out of the pelvis, 
and the child was born living. Six weeks 
after confinement, the patient had attacks of 
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sharp pain, and appendicitis was suspected. 
When this subsided Doran examined the pa- 
tient, finding a tumor which displaced the 
uterus forward. The patient declined opera- 
tion. Two years later she was again seen; 
she had been subject to frequent attacks of ab- 
dominal pain, and had a tumor of about the 
same size in the pelvic cavity, She finally 
consented to operation, when a dermoid of the 
right ovary, weighing 1 lb., 5 0z., livid from a 
twisted pedicle, was removed. The appendix 
was normal. 

In cases treated by methods: other than 
section, Patton collected 11; 3 had Cesarean 
section, with one maternal, and one feetal 
death. Induced labor was done in four cases, 
with one maternal, and four foetal deaths. 
Forceps delivery was performed in two cases 
followed by section after delivery. Both 
mothers and children recovered. 

Version was performed once, with the 
death of mother and child; craniotomy was 
performed once, with the death of the mother. 

Of the 11 cases, 5 were operated upon dur- 
ing the puerperal period, with no deaths. Of 
the remaining 6, there were 2 deaths, and sev- 
eral deaths among the children. 

Where the conditions are favorable, deliv- 


ery by forceps at the time of labor, followed by 
immediate section and removal of the tumor, 


Next to this 
section 


seems to give the best result. 
for mother and child, Cesarean 
promises best. 

In the case reported, the decision to deliver 
by abdominal ‘section was based upon the 
presence of a contracted pelvis, the failure of 
the child to descend, and the recognition of an 
abnormal condition of the abdomen possibly 
due to pelvic contraction. It was recognized 
that this abnormal abdominal condition might 
depend upon some other complication, which 
could only be successfully dealt with by ab- 
dominal section. Our study of the subject 
leads us to the belief that but one course of 
treatment is justifiable in case of ovarian tumor 
with twisted pedicle complicating pregnancy, 
i. e., removal so soon as the diagnosis of the 
condition can be made; or so soon as indica- 
tions of this condition are present. We believe 
the complications of twisted pedicle se serious 
as to demand immediate operation. 
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If an exact diagnosis before operation is 
impossible, the conditions which simulate 
twisted pedicle in themselves demand opera- 
tion. In the absence of an exact diagnosis, 
the obstetrician should operate in the interest 
of the patient. 
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HE problem of post-operative adhesions 
of the peritoneum, if viewed from the 
standpoint of therapy, must be con- 
sidered under two captions, viz.: 

1. Can we prevent the formation of adhe- 
sions? 

2. If we find pre-existing adhesions, can we 
prevent their re-formation ? 

The first question involves prophylactic, the 
’ second curative measures. 

The prophylaxis of post-operative adhesions 
has been lucidly epitomized by Ward (1) of New 
York, as follows: 

1. The attainment of asepsis as perfect as 
possible, by the rigid adherence to the most 
modern methods of surgical cleanliness. 

2. The avoidance of raw surfaces and pedicle 
stumps by covering them with peritoneum or 
grafts of omentum, and the abandonment of 
the ligature en masse. 

3. Protection from dry air contact by the 
employment of moist asepsis instead of dry 
asepsis, and keeping the exposed parts covered 
whenever possible. 

4. The time element-rapidity of operating 
by technical skill, thorough preparation, and 
trained assistants. 

5. Keeping up the heat of the peritoneal 
cavity by frequent renewal of the hot salt solu- 
tion (115° F.) and by protection of the exposed 
parts. 

6. Avoidance of excessive manipulation of 
the intestines by technical skill, proper ante- 
preparation of the bowels, and posture, to pre- 
vent pseudo-ileus. ; 

7. Replacement of the loops of intestines and 
omentum by filling the abdominal cavity with 
hot salt solution before closing and thus floating 
them, that they may more rapidly adjust them- 
selves in their proper relations. 

8. Early use of the high enema (during the 
first twelve hours) in conjunction with cathar- 
tics, and, on failure, the prompt use of oxygen 
in the Trendelenburg posture. 


If we add to these postulates the demand to 
avoid non-absorbable material for ligatures, 
we have, practically, all that has been con- 
sidered useful in this respect, and possess, 
theoretically at least, a solution of the problem. 
The adage that prevention is easier than cure, 
however, -is applicable to our subject only 
within certain limitations. In cases in which 
despite of all precautions, we encounter post 
operative adhesions, we have to consider three 
possibilities, viz. : 

1. The postulate of strict asepsis is fre 
quently unattainable where hollow organs such 
as the intestines, stomach, or gall-bladder have 
to be opened, particularly when these organs 
are in a state of inflammation. 

2. Even in absolutely clean cases, our pre- 
cautions may not have been as thorough and 
complete as desired. 

3. There are marked individual differences 
in the human species, as to the kind and extent 
of the formation of post-operative adhesions. 
In certain cases, the mildest irritation will pro 
duce extensive adhesions, while in others, an 
unusual absence of adhesions may be observed 
even after severe bacterial infections and after 
extensive operations upon the intestines. An 
instance of this kind was only recently reported 
by Broun (2). Busch and Biebergeil (3) fur- 
nish three instructive cases. I, myself, oper- 
ated, May 22, 1900, upon a patient with cancer 
of the uterus and the left tube. Vaginal extir- 
pation was performed, the clamps on the broad 
ligaments were left in place for 48 hours, and 
the peritoneal cavity was drained with iodo- 
form gauze. Afebrile convalescence ensued. 
The patient died from a cancer of the ascending 
colon 84 years later, and at autopsy the pelvic 
cavity was found perfectly free from adhesions. 

Our problem becomes still more difficult 
when we approach the second question: Can 
we prevent the re-formation of existing adhe- 
sions? Ward (1) considers this an impossible 
task, and daily experience seems amply to jus- 


1 Read before the American Gyneco!ogical Society, April 22, 1909. 
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tify his pessimism. However, the condition 
of such patients is often so pitiful and the need 
for improvement so urgent that we cannot 
permit ourselves placidly to accept the fait 
accompli, but must renew our efforts to over- 
come the dilemma. 

For the sake of convenience I wish to divide 
the cases of pre-existing adhesions into three 
groups, Viz.: 

1. Those resulting from ectopic gestation. 

2. Those produced by peritonitis irrespec- 
tive of its origin. 

3. Those occurring after former operations. 

The cases of the first group seem to present 
a course different from that of the other two 
groups. My personal experience within the 
last three years, comprises eight cases of tubal 
pregnancy operated upon before rupture, and 
one case 24 hours after rupture. In all these 
nine cases, more or less extensive conglutina- 
tions were present among the intestines and 
between the latter and the tubal tumor by 
means of blood clots. Such conglutinations 
are generally recognized as pre-adhesive for- 
mations. These conglutinations were broken 
up only so far as to permit of the removal of the 
affected appendages. In none of these cases, 
several of which were subjected, during con- 
valescence, to Bier’s hypxremia by means of 
dry heat, were clinical signs of adhesions sub- 
sequently observed. 

In contradistinction to this category, any 
adhesions occurring in the other two groups 
above classified, appear to be established per- 
manently, and it is in these cases that our for- 
mer therapy has always suffered shipwreck. 
Any advance along this line will necessarily 
be by the practical application of animal ex- 
periments, and even a fragmentary review of 
such research work may open to us an avenue 
ultimately leading to the solution of our prob- 
lem. 

The principle underlying almost all experi- 
ments has been the interposition of some sub- 
stance between raw surfaces or the cut ends of 
adhesions in order primarily to prevent their 
re-conglutination by means of exuded fibrin, 
and later their firm coalescence. The follow- 
ing substances have been employed: 

1. Normal salt solution. Miiller (4) was, 
to my knowledge, the first to pour physiologic 
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salt solution into the abdominal cavity in order 
to separate the intestines from each other and 
from the abdominal wall. His suggestion has 
been widely applied. But while this procedure 
is undoubtedly of the greatest value in floating 
omentum and intestines into their proper 
places and in restoring a great deal of heat and 
fluid to the depleted organism, yet, the original 
purpose of preventing the re-formation of ad- 
hesions has hardly been accomplished. Three 
objections have been raised against the useful- 
ness of normal salt solution for this purpose, 
viz.: a. Obalinsky (5) believed that it would 
irritate the peritoneum and thus cause more 
adhesions. This view is not supported by 
practical experience, but it is true that the peri- 
toneum, as well as the tissues of the abdominal 
wall, change color and look swollen. 0b. It is 
absorbed too quickly. c. It does not remain 
between the intestinal loops; on the contrary, 
it will gravitate towards the lower portion of 
the abdomen; the intestines floating upon it 
will thus be brought into even more intimate 
contact with each other and with the abdom- 
inal wall. [Vogel 6.] 

Experimentally, the introduction of normal 
salt solution has been tested by Stern (7) in 
two animals. In both cases adhesions oc- 
curred; in one so extensive that Stern directly 
blamed the solution. Vogel (6) experimented 
in the same manner several times without suc 
ceeding in preventing adhesions. 

2. Absorbable membranes of animal origin. 
Best known are the experiments of Morris (8). 
of New York, with Cargile membrane, i. e., 
sterilized peritoneum of ox or shark. He ar- 
rived at the conclusion that “‘in rabbits and in 
human species the Cargile membrane prevents 
the recurrence of adhesions very regularly, 
although sometimes not completely.” Dus- 
chinsky (9) experimented with goldbeaters’ 
skin (prepared cecum of the ox) without any 
success. To this category belongs also the 
grafting of pieces of omentum upon raw sur- 
faces. This procedure, first introduced into 
surgery by Senn (10), has been tested by Loewy 
(11) and Girgolaff (12). The latter had good 
results with transplantation of omental pieces 
upon the stomach, colon, and bladder, but was 
unsuccessful with grafting upon small intes- 
tines. His results, however, were challenged 
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by Springer (13). The one great drawback to 
the use of any kind of membrane is that it is 
applicable only to raw surfaces of the parietal 
peritoneum or large stationary organs. It will 
be impossible to find, without new traumatism 
by manipulation, all places upon the small 
intestines where adhesions have been severed. 

3. Non-absorbable membranes. Stern (7) 
painted omentum and uterine stumps with 
collodium. He had no adhesions and claimed 
that the fine cuticle, though it is not absorbed, 
does not irritate the peritoneum. He admitted, 
however. that collodium could not prevent 
adhesions of the intestines inter se or with the 
abdominal wall. Duschinsky (9) had only 
failures with this method, and Vogel (6) never 
succeeded in applying collodium to a moist 
surface. Morris (8) claimed good results with 
an aristol film covering denuded places, partic- 
ularly pedicles. Lauenstein (14), in a case of 
extensive adhesions between the stomach, gall- 
bladder, and duodenum, separated the adhe- 
sions, and prevented their re-formation by in- 
serting a piece of sterile oil silk between the 
parts for 48 hours. The patient was com- 
pletely cured. This method is available only 
in open wounds. Moreover, any foreign body, 


as Paton (15) remarks correctly, would in most 
cases act as an irritant and promote rather 
than prevent adhesions. 

4. Formation of dry eschar by thermo-cau- 


terization. The use of the cautery in severing 
adhesions has been rather popular in former 
years, although exact proof of its efficiency in 
the human has never been established. The 
objections to this procedure are obvious. It is 
applicable only in cases of cord-like adhesions 
provided the intestines are not in dangerous 
proximity. Thermo-cauterization, according 
to present experience, prevents adhesions only 
if an intense charring of the tissues has been 
effected; in milder degrees it produces ad- 
hesions. These practical results tally, on the 
whole, with the outcome of experiments. 
Vogel (6), as well as Franz (19) caused dense 
adhesions in rabbits, Dembowsky (20) the 
same in dogs, while only Kelterborn (21), 
working on cats, prevented adhesions by this 
method. 

5. Thiosinamin. This drug and its com- 
bination with salicylate of sodium, the so- 
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called fibrolysin, are supposed to have a soften- 
ing influence upon cicatrices and other abnor- 
mal formations of connective tissue. For this 
reason both preparations have been tried by 
hypodermic injections in pre-existing adhesions 
of the peritoneum. The literature on the sub- 
ject is rather voluminous; but, while a number 
of authors, e. g., Genino (26) and Michael 
(27), speak of a very satisfactory influence 
upon peritoneal adhesions, others, e. g., 
Offergeld (28), report only failures. 

Experimentally, fibrolysin, dissolved in nor- 
mal salt solution, was introduced into the abdo- 
men in one instance by Busch and Biebergeil 
(3), who noted its non-irritating properties, 
but found it too quickly absorbed to be of prac- 
tical value. 

6. Physostigmin. As the prompt provoca- 
tion of active peristalsis has already been men- 
tioned in connection with the prophylaxis of 
primary adhesions, it may here be stated, 
merely for the sake of completeness, that the 
hypodermic injection of physostigmin either 
during, or shortly after the operation, has also 
been utilized for the prevention of pre-existing 
adhesions. The chief exponents of this pro- 
cedure are Vogel (6) in Germany and Craig 
in this country. The highly encouraging 
results of these authors are challenged “by 
Busch and Biebergeil (3) who believe that 
physostigmin, even in large doses, cannot pre- 
vent the formation of adhesions, and further- 
more, warn against a too active peristalsis 
after operations upon the stomach and_in- 
testines. 

7. Means of preventing coagulation of blood. 
The ingenious researches of Hertzler (24), of 
Kansas City, must -here be recorded. Hertzler 
started from the generally accepted view that 
the early or incomplete stage of an adhesion is 
an agglutination. The latter may occur in a 
very few minutes, while an appreciable time is 
necessary for adhesions to form. The first step 
in the formation of an adhesion is the exudation 
of serum, which coagulates and forms fibrin. 
This fibrin, then, agglutinates opposing layers 
of peritoneum until the tissue cells and connec- 
tive tissue fibers have had sufficient time to 
make the temporary attachment a permanent 
one. If, however, the coagulability of the 
blood is destroyed, no transformation of the 
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exuded serum into fibrin, and thus no aggluti- 
nation, can occur. Hertzler utilized, for this 
purpose, (@) phosphorus, by mouth, because 
it destroys the fibrinogen and in this way pre- 
vents coagulation; (b) peptone, hypodermic- 
ally, because it neutralizes the fibrin ferment 
in the blood. To actually observe the effect 
of these drugs, Hertzler resorted to the unique 
procedure of sewing a glass window into the 
abdominal wall of his animals, and could thus 
closely study the process within the peritoneal 
cavity. In his report, which I presume is a 
preliminary one, he speaks of absolute success 
with the phosphorus. Further studies along this 
line are desired in the interest of our problem. 

Several years previously, Vogel (6) had en- 
deavored to employ similar antifibrin ferments 
in the form of solutions of magnesium sulphate 
or peptone applied directly to the peritoneum, 
but did not see any satisfactory result. 

To this category, also, belongs the suggestion 
by Marvel (25) of introducing into the perito- 
neal cavity adrenalin chloride in normal salt 
solution, for the triple purpose (1) of separating 
raw surfaces, (2) preventing coagulation, (3) 
preventing further exudates by the contracting 
of vessels. In the discussion following Mar- 


vel’s paper, the attitude of the speakers was 


rather skeptical. 

In this connection, the procedure of Strass- 
mann, of Berlin, should be mentioned. After 
the vaginal operation of densely adherent 
tumors with extensive denudation of serous 
surfaces, he introduces a gauze drain saturated 
with the officinal Jiguor aluminii  acetici. 
The strongly astringent qualities of the solution 
are supposed to prevent any exudation of fibrin. 
I have tried this method in several cases with 
apparently good clinical results. 

8. Non-irritating fats and mucoid substances. 
All these substances have the advantage that, 
when poured into the abdominal cavity, they 
overspread peritoneal surfaces with an evenly 
thin coat and thus cover all abraded places 
automatically. 

a. Sterile olive oil. Martin, of Berlin, was 
the first to apply oil to denuded surfaces and 
pedicle stumps just before closing the abdomen, 
but his results were not encouraging. Morris 
(8) felt obliged to abandon this procedure. 
Korte (16) and, quite recently, Pfannenstiel, 
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have again employed the same method, but it 
is not stated with what result. 

Experimentally, this treatment of the question 
by Stern (7) met with pronounced failures. 
He found that the olive oil greatly irritated the 
peritoneum and underwent slow and only par- 
tial absorption. According to Wegener’s in- 
vestigations (17), the complete absorption of 
olive oil requires several weeks. Busch and 
Biebergeil (3) confirmed, in dogs, the irritating 
effect of olive oil and found that the latter does 
not prevent adhesions. Blake (18), of Boston, 
arrived at somewhat different conclusions. 
In his experiments upon cats he found “that 
absolutely sterile oil, introduced in moderate 
quantities into the peritoneal cavity, is not a 
source of danger to these animals.” It should, 
however, be mentioned that he did not reopen 
the cats in order to study the condition of the 
peritoneum, and it must be insisted upon, from 
my own observations, that animals rarely show 
any clinical symptoms even from an extensive 
irritation of the peritoneum, provided septic 
infection is absent. Blake further subjected 
both the parietal and visceral peritoneum in 
cats to considerable traumatism, and then 
poured oil into the abdominal cavity. After 
this procedure he found that sterile oil does not 
always prevent the formation of adhesions. 
“An analysis of these cases does show, how- 
ever, that there were fewer adhesions, and, as 
a rule, less extensive and less dense in those 
cases in which oil was used.” Encouraged 
by his experiments, he and his associates 
applied moderate quantities of oil in 7 laparot- 
omies upon the human without strikingly bad 
effect. In the discussion of this paper, Vander 
Veer, of Albany, mentioned that he, too, had 
used oil without untoward results. 

b. Paraffine. Stern (7) used a mixture of 
solid and liquid paraffine, but did not succeed 
in making it adhere to the moist serous surfaces. 
Busch and Biebergeil (3) found that the absorb- 
able liquid paraffine caused an intense irritation 
of the peritoneum with subsequent peritonitis 
and increased formation of adhesions, while 
solid paraffine, at a melting point correspond- 
ing to body temperature, was not absorbed and 
acted as a foreign body. 

c. Solutions of agar and of gelatine. Busch 
and Biebergeil (3) reported negative results, 
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as the solution irritated the peritoneum more 
or less strongly and did not prevent the forma- 
tion of adhesions. 

d. Tallow and jat. Stern (7) applied 
mutton tallow to pedicle stumps and thereby 
prevented adhesions several times. Tallow 
becomes solid at body temperature and is not 
absorbable. It would be difficult to apply it 
to moist serous surfaces. 

Witzel, as mentioned by Richarz (22) and 
Cumston (23), excised a bit of fat from the 
abdominal wall and squeezing it out, rubbed 
it into the raw peritoneal surfaces. Details as 
to results, however, are not given in the publi- 
cations mentioned. 

e. Mucilage. Vogel (6) has made extensive 
experiments, on rabbits, with egg albumin, a 
mixture of mucin, and a thick solution of gum 
arabic. The latter, in particular, has yielded 
him remarkably good results. He based his 
studies upon the following consideration. Nor- 
mally, the intestines easily glide past one 
another (1) because their serous surfaces are 
smooth, (2) because they are covered with a 
slippery secretion which is characteristic of all 
serous membranes and prevents undue friction. 
Any abrasion or break in the continuity of the 
serosa will render the surfaces rough and dis- 
turb the mechanism of mucinous secretion. 
Both these factors would interfere with a rapid 
and smooth mobility of the intestines and hence 
lead to the formation of adhesions. The active 
mobility of the intestines which can be pro- 
duced by catharsis or, as in Vogel’s experiments, 
by the injection of physostigmin, should, 
therefore, be facilitated by a passive mobility 
of. the bowels. This, in its turn, requires a 
mucinous medium similar, in its effect, to the 
normal slippery secretion of the serosa. Such 
a medium must needs be indifferent to the 
organism, capable of sterilization, and non- 
coagulative. A mucilage made of gum arabic 
in normal salt solution met all these require- 
ments, and Vogel concluded that the combina- 
tion of hypodermic injections of physostigmin 
and topical applications of his mucilage always 
prevents the re-formation of adhesions, at 
least in rabbits. 

While Busch and Biebergeil (3) in testing 
this method, arrived at less excellent results, 
thus far, the procedure of Vogel is the most 


encouraging for our problem. There are, 
however, no observations of its application in 
the human species extant. 

I was not aware of these experiments when 
I, myself, tried to approach the subject, 
else I would have given a fair *trial to this 
method. 

f. Lanolin. My personal experiments were 
conducted with this substance. 1 commenced 
my investigations with the egg membrane 
which separates the egg proper from the shell. 
I soon found, however, that it was open to the 
objections raised against Cargile and similar 
membranes, as it could be applied only to 
pedicles or the parietal peritoneum, but not to 
the numerous small abrasions upon the intes- 
tines, for instance, in the case of a widely ad- 
herent tumor where the bowels, immediately 
after being loosened, change their position and 
cannot again be brought up for inspection. | 
then chose lanolin as a substance which would 
automatically, as it were, seal up all defects of 
the serous coats. Besides, it adheres to moist 
serous surfaces, does not irritate the perito- 
neum, can be sterilized, and is completely 
though slowly absorbable. The following ac- 
count of my experiments will show in how far 
my suppositions were correct. I may say, in 
advance, that the anterior surface of the stomach 
and the opposing layer of parietal peritoneum 
were selected as the site for these experiments 
because, in this locality, the serous surfaces are 
in close apposition, the respiratory movements 
being insignificant. The hands of the operator 
were cleansed with hot water and soap, and 
then immersed in a solution of bichloride of 
mercury. Gloves were not used. The ani- 
mals were shaved, the skin was washed with 
soap and water, and rubbed with alcohol. 
Ether was administered in an ordinary cone 
made of paper and filled with cotton. Dogs, 
in addition, received a hypodermic injection 
of morphin 14 gr. one hour before the opera- 
tion. In several instances, control experi- 
ments were made in order to show that without 
the employment of lanolin, formation of adhe- 
sions would invariably occur. 


Experiment 1. September 23, 1907. Female dog 
**R,” of 24 pounds in weight. Median incision from 
ensiform processus to umbilicus. Resection of per- 
itoneal fat. Stomach brought out of wound. Anterior 
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surface of stomach scraped with knife. In several 
places strips of peritoneal covering removed from 
gastric surfaces. The parietal peritoneum on either 
side of the incision, also, scraped with the knife. All 
peritoneal surfaces concerned show droplets of blood. 
A rather thick layer of lanolin previously sterilized by 
boiling and kept liquid on the waterbath, is applied to 
the raw serous surfaces. The stomach, in the region 
of the cardia, is sewed with a linen thread to the 
parietal peritoneum to insure accurate coaptation. 
Closure of incision with two layers of interrupted 
sutures of linen. Wound sealed with iodoform collo- 
dium. No dressings. 

October 2, 1907. Primary union, which, in dogs, is 
of rather rare occurrence. Laparotomy about 2 cm. 
to the left of former incision. No adhesions anywhere. 
Stomach no longer in contact with anterior abdominal 
wall. The anterior surface of the stomach, particu- 
larly around the spot where the organ had been sutured 
to the parietal peritoneum, is slightly uneven, but cov- 
ered with a perfectly smooth serous coat through which 
the still somewhat discolored gastric wall is visible. The 
parietal peritoneum, on either side of the incision, is 
quite uneven but it, too, has a smooth surface. No 
traces of lanolin left. Abdomen closed in the manner 
described above. ‘ 

Control Experiment. September 23, 1907. Male 
dog “S,” of 17 pounds. Arrangement of procedure 
identical with that in first experiment, with the one ex- 
ception that o lanolin is applied to the bleeding sur- 
faces. 

October 2, 1907. Granulating abdominal wound. 
Laparotomy in left mamillar line. Very firm and ex- 
tensive adhesions connect the stomach with the abdom- 


inal wall at about the spot where the connecting suture 


had been placed. The latter itself is no longer dis- 
cernible. The upper portion of the omentum, along 
the entire lower curvature, is adhered to the parietal 
peritoneum. These adhesions are fairly delicate on 
the left side. Towards the median line, they are so 
dense that in endeavoring to break them up, a portion 
of the omentum is torn from its insertion. All along, 
and on eitherside of the original incision, there are 
firm and extensive adhesions between the stomach and 
anterior abdominal wall, occupying an area of the size 
of a silver dollar. These adhesions can only be 
severed with knife and scissors. 

The difference between the original and the control 
experiment is even more marked considering the fact 
that the artificial injuries in the first animal were much 
more severe than in the control dog. 

Experiment 2. September 24, 1907. Rabbit ‘‘A”’ 
is operated upon in exactly the same manner as de- 
scribed in experiment 1. A small amount of lanolin 
is used to cover the raw surfaces. 

October 4, 1907. Primary union of laparotomy 
wound. Second laparotomy in right mamillar line. 
With the exception of one or two very delicate adhesions 
between the omentum and the lower angle of the former 
incision, there are no adhesions anywhere in the peri- 
toneal cavity. The stomach is still fixed to the abdom- 
inal wall by means of the suture, but there is no inflam- 
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matory reaction around the stitch. Both the parietal 
and gastric peritoneum are perfectly normal. 

Control Experiment. September 24, 1907. Rabbit 
‘“‘B”’ treated in like manner but without the lanolin. 

October 4, 1907. The laparotomy wound has not 
healed by primary intention. A second incision is 
made in the left mamillar line, and the following condi- 
tion is found. Where the stomach had been sutured 
to the parietal peritoneum there isa very strong adhe- 
sion, forming a solid cord of about the size of a child’s 
finger. To the right of this cord there is a narrow 
passage free from adhesions, while the remainder of the 
stomach is tightly adherent to the abdominal wall. All 
adhesions are too firm to be broken bluntly. In trying 
to do so, the omentum is torn off its insertion from the 
lower curvature, and the resulting hemorrhage from 
the stomach wall necessitates several ligatures. The 
adhesions must be severed with scissors. Only near 
the pylorus, a portion of the adhesions is left untouched. 

Experiment 3. October 2, 1907. Control dog “S” 
used in first experiment. For description of intra- 
abdominal condition compare experiment 1. After 
all adhesions have been severed, the bleeding is con- 
trolled by slight pressure, and sterilized warm lanolin 
is applied to all raw surfaces. Closure of incision in 
two layers. 

October 11, 1907. Superficial sutures have cut 
through. Otherwise satisfactory healing. Long inci- 
sion close to the left of the primary incision. There 
are extensive adhesions between the omentum, liver, 
and the larger portion of the stomach with the abdom- 
inal wall. These adhesions, in contradistinction to 
those found October 2, are very delicate, almost 
cob-web-like, and yield easily to finger pressure. Only 
along the line of the last incision, the adhesions are a 
little more resistant. There is but one firm cord be- 
tween omentum and parietal peritoneum. Only mini- 
mal rests of lanolin are noticeable. No inflammatory 
reaction of the peritoneum. 

Experiment: 4. October 4, 1907. Rabbit ““B.”’ Of 
the numerous and dense adhesions found in this animal 
(compare experiment 2), one cord, which connects the 
pyloric region with the parietal peritoneum, is left un- 
touched in order to secure close approximation. All 
other adhesions are cut with scissors and the resulting 
raw surfaces are freely covered with lanolin. 

October 11, 1907. Primary union. Animal killed 
with ether to facilitate inspection. The mass of adhe- 
sions left untouched as described above, is practically 
unchanged. ‘There is still a good deal of lanolin upon 
the surface of the stomach and intestines, while on the 
lower surface of the liver an exudate-like coating, prob- 
ably chemically altered lanolin, is found. No trace 
remains of the adhesions encountered and severed seven 
days ago. Only two tiny projections of the omentum, 
apparently representing the torn edges (see experiment 
2), are adhered to the parietal peritoneum. Otherwise 
intr abdominal healing perfect. 

Experiment 5. October 8, 1907. Rabbit ‘“C.” 
Arrangement of experiment as before. Rather exten- 
sive denudation of gastric and parietal peritoneum. 
Of the sponges used to hold the intestines back, a 
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number of threads remain in abdominal cavity so that 
adhesions from this source are to be expected. 

Two per cent boric acid-lanolin, sterilized in water- 
bath, poured over raw surfaces. 

October 15, 1907. Primary union. Very extensive 
adhesions between abdominal wall and stomach. Only 
slight remnants of lanolin found in abdomen. 

Control Experiment. October 8, 1907. Rabbit ‘‘D” 
treated like “‘C,”’ but without lanolin. 

October 15, 1907. Primary union. Stomach ad- 
herent to abdominal wall only by means of suture. No 
other adhesions about the stomach. Colon ascendens, 
omentum, and several loops of small intestines firmly 
adherent to abdominal incision. 

Experiment 6. October 8, 1907. Rabbit “E”’ 
treated with 2 per cent boric acid-lanolin as in 5. 

October 15, 1907. Rabbit found dead yesterday, 
i. e., 6 days p. op. Has not exhibited any signs of 
illness. Primary union. Post-mortem reveals abso- 
lute absence of adhesions with the sole exception of a 
very small edge of the omentum which, apparently, 
had been caught in one of the sutures. No peritonitis. 
Large quantities of thick and dry lanolin in lower part 
of abdomen. An unusually large amount of lanolin 
was used in this animal. Cause of death not evident. 

Experiment 7. October 11,1907. Dog “‘S.” Com- 
pare findings of experiment 3. All adhesions having 
been broken up bluntly, about 20 cc. of 2 per cent boric 
acid-lanolin are poured into the upper part of the 
abdomen and distributed over the wound. Careful 
closure of intision in three layers. 

October 22, 1907. Primary union. Very extensive 
adhesions between the viscera and the abdominal wall. 
About one and one-half pints of bloody ascites mixed 
with apparently unaltered lanolin in peritoneal cav- 
ity. No odor. No pus. Ascites and lanolin re- 
moved as completely as possible. Careful closure 
of incision. 

November 8, 1907. The animal has recovered and 
is apparently again in good health. 

Experiment 8. October 15, 1907. 
Compare findings of experiment 5. All adhesions 
were broken up by blunt dissection. In pulling the 
stomach from the abdominal wall in the region of the 
fixating suture, a hole is torn into the viscus from which 
gastric contents escape. Immediate repair with two 
layers of inverting sutures. A fairly large quantity of 
equal parts of lanolin and liquid paraffine, previously 
sterilized in water bath, is poured into abdominal cav- 
ity. Careful closure of incision. 

October 16, 1907. Rabbit died, presumably from 
the effect of the injury to the stomach. No autopsy. 

Experiment 9. October 15, 1907. Rabbit ‘‘D.” 
Compare control experiment 5. Adhesions readily 
severed and the mixture of lanolin and liquid paraf- 
fine, as used in 8 poured into abdominal cavity. 
Careful closure of incision. 

November 8, 1907. Practically no adhesions. 

Experiment to. October 18, 1907. Rabbit ‘‘F.”’ 
Laparotomy under strict antiseptic precautions. Stom- 
ach anchored as usual. Strips of peritoneum removed 
from stomach aud abdominal wall. Moderate quan- 


Rabbit ‘C.”’ 
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tity.of pure lanolin sterilized in water bath, poured into 
abdominal cavity. The lowermost peritoneal suture 
being too loose, a corner of the omentum protrudes 
through the incision. It is ligated and cut off, hence 
an adhesion must be anticipated at this place. 

November 8, 1907. Numerous, though not very 
firm adhesions present. 

Experiment 11. October 18, 1907. Rabbit ‘G.” 
Arrangement of experiment as in 10. The quantity of 
lanolin poured into abdominal cavity is larger than in 
last experiment. 

November 8, 1907. Adhesions present. 

Experiment 12. October 25, 1907. Dog “‘R.” 
is re-laparotomized. There are very extensive and 
firm adhesions between the abdominal wall and the 
anterior surface of the liver as well as the right half of 
the omentum. After the severing of these adhesions, 
the entire anterior aspect of the liver is raw. The gall- 
bladder is densely adherent both to the abdominal wall 
and to the liver. The left lobe of the liver is torn into 
when the adhesions are broken up. In all, as grave a 
situation as is conceivable. The stomach is free as is 
also the site of the two former abdominal incisions 
The experiment consists of the application of sterilized 
and warm lanolin by means of a common camel's hair 
brush, to the denuded surfaces upon the liver, omentum, 
and abdominal wall. No application between gall 
bladder and liver. The application causes a thin film 
No attempt is made to arrest the oozing from the raw 
surfaces. 

November 8, 1907. Primary union. Extensive 
but fairly delicate adhesions at the site of last experi 
ment. 

Experiment 13. October 25, 1907. 
Arrangement of experiment as_ before. 
of lanolin with camel’s hair brush. 

November 2, 1907. Rabbit died October 29, 1907, 
four days p. op. Post-mortem not made until to-day 
No peritonitis. Stomach without any adhesions, save 
an agglutination of a small portion of the upper part 
of the omentum with the anterior gastric surface. On 
the other hand, there are very extensive adhesions be 
tween the liver and abdominal wall about the incision, 
and also between the different lobes of the liver. No 
macroscopic traces of lanolin left. Parts look healthy. 
No apparent cause of death. 


Rabbit ‘*H.” 
Application 


Before proceeding to an epicrisis of the fore- 
going experiments it should be said that Busch 
and Biebergeil (3) published their results with 
lanolin about a year after my experiments had 


been performed. These authors had_ failures 
only in five dogs treated with lanolin. In four 
of these animals, they performed operations 
upon the stomach and intestines and lost all 
from perforative peritonitis. They ascribe 
the insufficiency of their intestinal sutures to 
an irritation due to the lanolin and consider 
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this fat as unable to prevent adhesions and 
even causative of producing the same. 

A perusal of my protocols, however, will 
show that the assertions of Busch and Bieber- 
geil cannot be accepted without some modi- 
fication. It is, of course, not permissible to 
draw any definite conclusions from so limited 
a number of experiments, or to apply the ob- 
servations upon dogs and rabbits at once to 
conditions in the human species. But it must 
be insisted upon that in a certain percentage, 
the application of lanolin has actually prevented 
adhesions, which, as the control experiments 
proved, would otherwise have occurred. 

Of thirteen animals treated with lanolin, 
only three died. One of these was a rabbit 
which had been operated upon 7 days previous- 
ly. At the second laparotomy, extensive ad- 
hesions were broken up and a hole was torn 
into the stomach wall with the escape of gas- 
tric contents. The death of the animal within 
the next 24 hours, then, cannot be ascribed to 
the lanolin used.. Of the other two rabbits, 
one died 6 days p. op., and post-mortem 
revealed absolute freedom from adhesions 
and absence of peritonitis, although there 
was still a good deal of unabsorbed lanolin 
in the peritoneal cavity; while in the third, 


which died four days p. op., no lanolin was 
found and no adhesions at the site of the ex- 
periment existed; nor were there any signs of 


peritonitis present. The assumption that lan- 
olin is a chemical poison, appears improbable 
considering the fact that the surviving ten 
animals did not suffer from the introduction 
of this foreign substance, although some of 
them had been subjected to this procedure 
several times in rather quick succession. 

The only discouraging feature in my experi- 
ments is that in a comparatively large percent- 
age, the formation or re-formation of adhesions 
could not be prevented by means of lanolin. 
In trying to analyze these failures, three points 
seem to me worthy of consideration, viz. : 

1. Asepsis. In spite or all that is said about 
strict asepsis in animal experiments, I believe 
that it can never be attained. We are all 
agreed that the ideal asepsis is impossible even 
in the human. In animals, we fall far short 
of the desired goal, and it is only due to greater 
resistance on the part of their organism to 
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pathogenic bacteria that we do not lose more 
of our animals. A certain proportion of post- 
operative adhesions in animals must thus be 
ascribed to faulty asepsis. 

2. Arrangement of experiment. This in 
many cases, was perhaps unnecessarily severe. 
Not only was the stomach sewed to the abdom- 
inal wall, but the peritoneal surfaces thus forced 
into close contact were more seriously injured 
than will usually occur in life. The fact that, 
in spite of this excessive artificial difficulty ad- 
hesions were prevented in several cases, seems 
to me to speak very much in favor of the lanolin. 
In future experiments, I shall try to imitate 
more closely the conditions which present 
themselves to us gynecologists by producing 
adhesions in the lower part of the abdomen. 

3. Combination of lanolin with boric acid. 
Two out of three animals treated with this 
mixture exhibited extensive adhesions. The 
addition of an antiseptic is obviously faulty 
and will, in future trials, be avoided. 

These epicritical remarks must not be inter- 
preted as magnifications of the results thus far 
obtained or as recommendations to apply the 
method in the human, but as tentative en- 
deavors toward the solution of our problem. 

In summing up all experimental studies on 
our subject and trying to utilize them for our 
practical purposes, I would suggest that the 
multitude of causes of post-operative adhesions 
would also necessitate a multitude of preventive 
measures, and that, therefore, the following 
precautions should be considered either wholly 
or in part: 

1. All prophylactic measures mentioned in 
connection with primary adhesions. 

2. Bier’s hyperemia, in the form of dry heat. 

3. Hypodermic injection of fibrolysin or 
thiosinamin, 

4. Drainage with the liquor of aluminum 
acetate, after certain vaginal operations. 

5. Prompt provocation of peristalsis by 
hypodermic injection of physostigmin together 
with improvement of the passive mobility of 
the intestines by means of mucilage. 

6. Interposition of lanolin, provided further 
experiments will prove its harmlessness to the 
human organism and efficacy as to the prevention 
of adhesions. 

I am well aware that my experiments are, 
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as yet, neither numerous nor decisive enough 
to permit of any definite conclusions, but they 
are suggestive of possible results and thus en- 
couraging. For a continuation of these ex- 
periments I have not yet had sufficient leisure. 
My apology for submitting them in spite of 
their incompleteness is the hope of inducing 
others to similar experiments, and the desire 
to incite, in this body of recognized authorities, 
a discussion on the question: 

What can be done to prevent the re-forma- 
tion of pre-existing adhesions ? 
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WHAT TO TEACH THE GENERAL PRACTITIONER CONCERNING THE 
TREATMENT OF ABORTION AND MISCARRIAGE! 


By FRED J. TAUSSIG, M.D., Sr. Louis 


r AO present a paper on the treatment of 
abortion or miscarriage before a body 
of gynecologists requires a word of 
explanation. The present session is 

largely devoted to a consideration of peritoneal 

adhesions, pelvic inflammation, uterine mis- 
placements, and the like. We spend much 
time and thought upon the operative relief of 
these conditions, upon operative technique, 
and post-operative complications. Is it not an 
equal duty for us to consider means by which 
the number of women with adherent, inflamed, 
or misplaced pelvic organs can be diminished, 
means by which the necessity for operative in- 
terference can be made less frequent? Ques- 
tion the next 100 women that come to you as 
to the onset of their trouble and see how many 
will date it back to a miscarriage. On closer 
questioning you will learn that in the majority 
of instances there had apparently been some 
mismanagement on the part of the attending 
Out of the last too patients who 


physician. 
came to me for gynecological treatment, 21 
stated clearly that their ailment began with a 


miscarriage. We should therefore consider 
it as much our duty to devise means for pre- 
venting the mismanagement of these cases as 
we do for curing the sequelz. 

The mismanagement is not usually on the 
part of the gynecologist, though doubtless each 
of us has in mind cases that he wishes he had 
handled in a different manner. It is the gen- 
eral practitioner who is nearly always responsi- 
ble for mismanaged cases. He clearly is in 
need of better instruction. The morbidity 
and mortality due to faulty technique and 
faulty choice in the plan of treatment, would, 
if tabulated, prove an instructive commentary 
on present methods of teaching. 

Abortion is a condition that may, on the one 
hand, require no treatment at all, and on the 
other hand may demand the utmost skill of the 
trained specialist. The gynecologist gets to 
see only a small percentage of the cases. Most 


of them are taken care of by the family doctor; 
the neighborhood doctor, or the midwife. 
Some one must come in a hurry, for the doctor 
is usually sent for only in case of hemorrhage. 
He comes in a hurry, and usually acts in a 
hurry, without careful asepsis. And yet that 
same doctor might, under ordinary circum- 
stances at a confinement, use adequate pre- 
cautions. 

Let us look the facts in the face. The gen- 
eral practitioner is now, and will remain, the 
one most frequently called upon to attend 
abortions. What we can and must do, how- 
ever, is to guide him to a way of treatment that 
will give the best ultimate results. 

The trouble is that our method of teaching 
him has been insufficient and ambiguous. 

The insufficiency of his instruction is evident 
when we consider the frequency of abortions. 
Statistics gathered by me from the anamnesis 
of 600 gynecological patients showed the pro- 
portion of abortions to confinements to be as 
high as 1 to 2.3. In spite of this only ten to 
twenty pages out of 1,000 are devoted in most 
obstetrical text-books to this subject. Hardly 
any question in obstetrics is hurried over in such 
an incomplete manner. 

The ambiguity of our teaching is made evi- 
dent by glancing through the current literature 
on this subject and by reading the recommenda- 
tions of most of our obstetrical text-books. 
One praises the curette unconditionally, an- 
other says the finger can do the work better, 
a third tries to compromise between the two 
but without setting any exact indications. 

In Germany where the obstetrical text-books 
have for years been preaching against the cu- 
rette, it is surprising to find in a recent publica- 
tion that in general practice curettement is still 
the favorite method of treating abortions. Fritz 
Englemann, in an article published last summer 
(Zentrlbl. f. Gyn., Aug. 21, 1908), reported that 
out of 54 practitioners from whom he could 
obtain information, 15 used the curette in all 


1 Read before the American Gynecological Society, April, t909. 
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cases. Twenty-two others used the curette 
where the cervix was not dilated sufficiently to 
admit the finger. In this country the curette 
is still more popular among the mass of general 
practitioners. Many of them know practically 
nothing of digital removal of the placenta ex- 
cept at full term. 

The remedy can, I believe, be found in de- 
voting more time in our schools and more 
space in our text-books to instruction on 
these matters, and above all in preparing a 
simple, readily comprehensible, outline of treat- 
ment, to which the practitioner can refer in an 
emergency for guidance. The difficulty lies 
in knowing just what to do under different 
circumstances. The selection of the method 
of treatment will depend directly upon the 
variable factors ineach case. To some extent, 
as in handling any other emergency, the prac- 
titioner must be gifted with judgment so as 
to modify his treatment in accordance with 
circumstances. General rules are, however, 
absolutely essential to avoid serious mistakes. 

The factors whose variations have to be con- 
sidered are: 

1. The experience of the physician. 

. The surroundings of the patient. 

3. The duration of the pregnancy. 

. The stage of the abortion. 
. The degree of cervical dilatation. 

Cader the head of previous experience, the 
gynecologist is left out of consideration. He 
knows the indications and his superior skill 
might justify operative measures, where other- 
wise conservative treatment would be prefer- 
able. There remains only the differentiation 
between the general practitioner who takes 
care of 15 or 20 cases a year and the one who 
has handled perhaps a half-dozen cases in his 
life, in other words, the man with good tech- 
nique, and the man with poor technique. 

The treatment of miscarriage will also vary 
in accordance with the surroundings of the 
patient. Under conditions of bad sanitation 
we would be less inclined to operate than in a 
cleanly home. In country practice the treat- 
ment is bound to be different from that em- 
ployed in city practice. A hospital case would 
be handled in a different manner from one at 
home. 

Another factor of importance is the duration 
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of the pregnancy. In accordance with it the 
cervix is more or less rigid, the placenta more 
or less liable to be retained, the size of the 
uterine cavity such as to necessitate either one 
finger or two fingers for digital manipulations. 
In each event the treatment required is some- 
what different. 

The stage of the abortion is of special im- 
portance in determining the manner of treat- 
ment. The entire ovum may still be in the 
uterus, the placenta alone may be retained, 
or there may be left merely a small piece of 
placenta. 

Finally the degree of cervical dilatation will 
influence the form of operative procedure. 
Considerable dilatation is necessary to permit 
the finger to enter the uterine cavity. The 
curette and the gauze packer require much less 
cervical dilatation for their use. 

On account of the number of these variable 
factors, it becomes a difficult matter to make 
any definite outline of treatment. That no one 
form of treatment is applicable to all cases 
seems certain from the experiences of obstet- 
ricians abroad and in this country. Tampon, 
curette, finger, ovum forceps, each has its 
special field of usefulness. The trouble has 
been in the pasé that each writer has considered 
only his own particular experiences. Every 
one is naturally bound to be influenced by that 
to some extent, but he must, if his teaching is 
to be correct, try to assume an unbiased point 
of view. For the purpose of elaborating a 
scheme of treatment for the general practitioner 
in cases of abortion, I have gone over and tab- 
ulated the views of the most eminent author- 
ities here and abroad. The result has been the 
following rather dogmatic set of rules. It 
must be remembered that they are intended to 
apply not to the trained specialist, but to the 
relatively untrained practitioner. 


The more limited your experience and tech- 
nical ability, the oftener should you employ 
merely rest or the tampon in place of instru- 


mental interference. The dull curette and 
ovum forceps are liable to cause perforation of 
the uterus in the hands of the inexperienced. 
Try rather, as occasion offers, to train the finger 
to do the necessary manual extraction. 

If surroundings are such that complete 
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asepsis is impossible, do only what is unavoid- 
able in the way of operative treatemnt. In 
country practice where it is impossible to make 
daily visits and a severe hemorrhage may occur, 
do not rely on the tampon, but hasten the 
emptying of the uterus by operative measures. 

In progressive inevitable abortion, do noth- 
ing unless complications occur. In a certain 
percentage of cases the uterus is entirely 
emptied spontaneously. Do not interfere in 


any way unless there is evidence of retention 
of the ovum for longer than twelve hours. 

In case of hemorrhage or retained placenta 
it is better first to see whether a uterine and 
vaginal tampon will not suffice toempty the uter- 
us. This may be tried for two successive days. 
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In septic abortion with retained material, 
empty the uterus promptly and with the least 
possible disturbance. Here ovum forceps and 
dull curette are preferable to digital removal. 
An empty septic uterus may be washed out or 
brushed out, as they do in France, but never 
curetted. 

The remaining three variable factors, dura- 
tion of pregnancy, stage of abortion, and cer- 
vical dilatation, can best be considered in the 
form of the accompanying therapeutic table. 
This table contains the kernel of the operative 
indications and, if conscientiously followed, 
will, I believe, lead to considerable improve- 
ment in the practitioner’s treatment of abortion 
and miscarriage. 


OUTLINE OF TREATMENT IN ABORTION AND MISCARRIAGE 





First Stx WEEKS OF PREGNANCY 


SEVENTH TO THE THIRTEENTH 


: FourTH TO THE SIXTH MONTH 
WEEK 





Cervix closed. | Cervix open. 


Cervix closed. 


Cervix open. Cervix closed. Cervix open. 





Removal with 
one finger. 


Ovum retain- | Cervical and 
ed. vaginal tam- 
ponade. 


Cervical 
vaginal tam- 
ponade. 


Removal with 
one finger. 


and Tamponade or 
dilate with 
small Voor- 


hees bag. 


Removal with 
two fingers. 





Removal with 
ovum _ for- 
ceps under 
guidance of 
finger. 


Uterine 
ponade. 


Ovisac or 
placenta 
retained. 


tam- 


Uterine 
ponade. 


tam- 


Removal with 
one finger. 


Tamponade or | Removal with 
dilate with one or two 
finger. fingers. 





Placental Dull curette. Dull curette. 
pieces or 
decidua 


retained. 











Dull curette. 


Removal with 
one finger. 


Curette care- 
fully or di- 
late to admit 
finger. 


Dull — curette 
under guid- 
ance of finger. 
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A CASE OF THROMBOPHLEBITIS 


A CASE OF THROMBOPHLEBITIS WITH PERONEAL NEURITIS AND 
PARALYSIS FOLLOWING SUPRAVAGINAL HYSTERECTOMY! 


By REUBEN 


HROMBOPHLEBITIS is an all too 
frequent complication of abdominal 
and other gynecologic operations. 
Most of us have one or more such cases 

a year, and, as a rule, they appear when least 
expected. An apparently uninterrupetd con- 
valescence is suddenly terminated by a rise of 
temperature, together with pain and tenderness 
along the course of one of the large veins of the 
leg. This means prolonged rest in bed and 
embarrassing explanations on the part of the 
surgeon to a disappointed and thoroughly dis- 
gusted patient. 

That the profession is not agreed as to the 
cause of this complication is demonstrated by 
a most casual review of the literature of the 
subject. Three years ago at the meeting of 
this society at Hot Springs, Virginia, an ex- 
tensive discussion followed the reading of ex- 
cellent papers on post-operative thrombosis and 
embolism by Doctors Johnson and Boise. 


There were about as many opinions regarding 
the etiology of the complication as there were 


speakers. Since most of the patients recover 
and very few autopsies have been recorded 
where embolism and death followed the throm- 
bosis, cases presenting unusual symptoms, 
especially if they throw any light upon the 
cause of the complication, should be carefully 
recorded. For this reason I desire to report 
the following case: 


Mrs. E. P., aged 49, married, was sent to my 
private hospital, January 16, 1909, by Dr. Willard 
Montfort, of Ithaca, Michigan. Previous to entrance 
the patient had been a great sufferer from a mutti- 
nodular fibroid, which had been known to exist for 
at least six years. The tumor, which was partially 
ligamentous, was removed two days later by a supra- 
vaginal hysterectomy. The operation was not espe- 
cially difficult, although a number of intraligamentous 
nodules had to be enucleated. No unusual pressure 
was made during the operation upon the pelvic 
veins or the abdominal walls. All raw surfaces were 
carefully covered by peritoneum and the abdomen was 
closed without drainage. The patient’s convalescence 
was uninterrupted for the first three weeks, there being 
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Fig. 1. Shaded area: Anwsthetic to light touch and 
p'n-point, not to deep touch or pressure. 


no rise of temperature or pulse and the wound healing 
by first intention. On account of excessive nervous- 
ness, due largely to the pain and suffering prior to the 
operation, the patient was kept in bed a week longer 
than the ordinary abdominal case, being allowed to sit 
up for the first time on the twenty-second day. On the 
twenty-fifth day there was a sudden rise of temperature, 
but no pain and tenderness in either leg until two days 
later, when the evening temperature reached 103°, and 
there was marked tenderness over the left femoral 
vein just below Poupart’s ligament. The leg was not 
excessively swollen, the oedema being much less than 
is often seen with femoral phlebitis. The distinctive 
feature of the case at this time was the excessive pain 
in the leg from the knee to the end of the toes. For 
the next ten days this pain continued to such a degree 
that it was only with great difficulty that the leg could 
be moved or rebandaged. Sleep was only obtained by 
means of opiates. After about ten days the pain be- 
gan to diminish, and four days later it was possible to 
bend the leg slightly at the knee, although it was still 
impossible to manipulate the foot and toes to any ex- 


1 Read by title before the American Gynecological Society, April, roo. 
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tent. The patient was allowed to sit up a few days 
later. It was then found that there was a distinct foot 
drop and lack of sensation in certain areas of the left 
leg and foot. My colleague, Dr. C. D. Camp, kindly 
saw the patient in consultation and I append certain 
portions of his most careful and exhaustive neurologi- 
cal examination. 

“The patient was a fairly well nourished woman, 
rather younger looking than her years. Neurological 
examination of the upper portion of the body and the 
right leg was negative. The left leg showed complete 
foot drop, and the left foot was somewhat swollen, 
especially near the toes. There was glossy skin over the 
dorsum of the left foot. She could flex and extend the 
thigh on the abdomen and flex and extend the leg on 
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the thigh with a fair degree of strength, and could also 
plantar flex the foot and toes, but she could not dorso 
flex either the foot or toes Sensibility for touch, 
pain, and temperature were diminished in the outer side 
of the left leg and over the dorsum of the foot. (Fig. 1.) 
Sense of position was impaired in the toes of the left 
foot. The left leg below the knee measured the same 
as the right, but was flabby and appeared flattened 
anteriorly. There was no tenderness on pressure at 
the sciaticforamen. Laségue’s sign was absent. There 
was tenderness on pressure over the sole of the foot and 
also on pressing on the tendo Achilles, but no sponta- 
neous pains. Knee jerks and Achilles jerks were 
present and normal on both sides. Plantar irritation 
caused flexion of the toes. There were some stigmata 
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of hysteria; conjunctival anesthesia, hyperzsthesia to 
pin point on the right half of face, and spinal tenderness. 

The diagnosis of femoral phlebitis was made, but the 
intense pain immediately caused suspicion of neuritis 
which was confirmed by the findings of extensor paral- 
ysis of the foot and toes and anesthesia over the dorsum 
of the foot and outer portion of the leg. ‘The absence 
of bladder symptoms and the distribution of the 
paralysis would rule out the diagnosis of a special cord 
affection. The patient was evidently hysterical, as 
shown by the history and presence of stigmata, but the 
distribution of the paralysis and anesthesia was entirely 
unlike that seen in hysteria and there were no contrac- 
tions or other evidence that the palsy was of an hys- 
terical nature.” 


I have since heard from the patient. The 
foot and leg are slowly improving under treat- 
ment, although at the present time, nearly two 
months after the appearance of the phlebitis, 
she is still compelled to use a wheel chair and 
crutches. 


Lumbo-sacral cord and sacral plexus 


(Redrawn from Spaltholtz. ) 


That a paralysis similar to that existing in 
the present case is not infrequently seen after 
childbirth has long been known. The liter- 
ature of the subject has been carefully worked 
up by Hiinermann (2), Mills (3), and Lloyd 
(4). The latter author has treated the subject 
exhaustively in his chapter on the cerebrospinal 
and sympathetic nerves in the Twentieth Cen- 
tury Practice of Medicine, published in 1897. 
In a later article he again calls attention to such 
paralysis and reports a case in some detail. 
Bianchi (1), in a special treatise showed that 
paraplegias and other paralyses of the lower 
limbs followed childbirth, and were due to the 
use of the forceps, a posterior position of the 
child’s head, prolonged labor, and finally a 
contracted pelvis. von Winckel ® in his text- 
book of obstetrics calls attention to the possi- 
bility of neuralgias and paralyses of the | wer 
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limbs resulting from pressure of a large head 
in an unfavorable location in the pelvis. The 
same author, perhaps more fully than any other 
obstetrician, recognizes that such paralysis may 
arise not only from trauma, but also from 
pelvic exudates which accompany phlebitis. 

In the discussion of Mills’ paper, Hirst 
claimed that paralysis of the lower limbs fol- 
lowing difficult labors, forceps deliveries, or 
impacted head was very rare and that in all 
his experience he had seen but one case. He 
had had, however, seven cases of nerve irrita- 
tion and inflammation from a_phlegmasia. 

Lloyd accepts with slight modification the 
classification of affections of the sacral plexus 
set forth by Mills. These are as follows: 

1. Peroneal type. 

2. Sacrodistal and sacrogluteal type. 

3. Neuritis, local or multiple, due to septic 
or other infection. 

4. Neuritis with paralySis or pseudo-paraly- 
sis due to phlebitis (phlegmasia alba dolens) 
often septic and having special features. 

For the purposes of this paper the second 
and third divisions may be omitted, as evidently 
we have to do either with the first or fourth type 
of the affections of the sacral plexus or a com- 
bination of the two types. 

Hiinermann was the first to systematically 
describe the peroneal type of paralysis as a 
sequel to childbirth. He reports four cases in 
his article and shows anatomically why each 
of the patients was the subject of localized 
paralysis. He points out that the sacral plexus 
is formed from the first three sacral nerves and 
from a large nerve trunk coming from the last 
lumbar nerve called the lumbosacral cord. (Fig. 
2.) This cord, as it passes down over the 
brim of the pelvis, bends over the sharp border 
of the true pelvis and not resting upon soft 
muscles, as does the sacral plexus itself, is 
very liable to injury at the time of labor by the 
head or by the forceps. (Fig. 3.) It has been 
shown that this lumbosacral cord is the root 
of the peroneal or external popliteal nerve. In 
some rare cases it has been traced as a separate 
nerve from its muscular insertion back to the 
lumbosacral cord. The peroneal nerve divides 
into the anterior tibial and musculo-cutancous 
nerves. The anterior tibial supplies the tibialis 
anticus, extensor longus digitorum, extensor 
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propius hallucis, and extensor brevis digitorum. 
The musculo-cutaneous branch supplies the 
muscles on the fibular side of the leg and gives 
branches to the peroneus longus and the pero- 
neus brevis muscle. Hence when the pero- 
neal nerve is paralyzed, the palsy involves the 
muscles which dorsiflex the foot and extend 
the toes. If the sensory filaments of the per- 
oneal nerve be involved, anesthesia will be 
observed over the toes, the dorsum of the foot, 
and the outer side of the ankle. 

In the fourth type, the neuritis and paralysis 
of the lower limb is due to pelvic phlebitis or 
phlegmasia alba dolens. The neuritis may be 
the result of the spread of the inflammation or 
may be due to pressure. von Winckel® has 
reported cases showing that post-partum pelvic 
exudates may give rise to puerperal paralyses. 
On the other hand in most cases the disability 
of the leg after phlegmasia alba dolens is not a 
true paralysis due to injury of a nerve trunk, 
but is due to the cedema, swelling, and stiff- 
ness of the limb. 

It is evident that the two divisions under this 
classification are closely related, especially if 
sepsis be the cause of the paralysis. In the 
majority of cases, whether the sepsis arises 
after labor or after an operation, the lower 
pelvic veins are affected with or without ex- 
tension to the femoral or other veins of the leg. 
Since the sacral plexus lies deep in the pelvis 
upon the pyriformis muscle, only occasionally 
will there be pressure enough from the phle- 
bitis to cause paralysis. Femoral phlebitis 
with slight involvement of the pelvic veins is 
not apt to produce any nerve lesion, for the 
nerve lies too far away from the vein to be 
affected by an extension of the inflammation. 

Although probably in most cases the pelvic 
veins are involved in post-operative thrombo- 
phlebitis, the tendency is for the thrombus to 
extend downward rather than upward. This 
corresponds to the clinical signs, for usually in 
post-operative cases there is a slight rise of tem- 
perature and pulse before the veins in the leg 
become tender or swollen. 

In puerperal cases the infection is more vir- 
ulent and the thrombus works outward from the 
uterus to the internal iliac vein, thence in some 
cases upward to the common iliac and even to 
the vena cava, at the same time working down- 
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ward to the femoral and other veins of the leg. 
Williams * states that in some of his cases of 
phlegmasia alba dolens which went to autopsy 
the thrombotic process could be traced from 
the uterus to the common iliac vein, whence it 
extended upward to the vena cava and down- 
ward even to the vessels of the foot. 

There are only two ways in which the per- 
oneal palsy in the case just detailed could have 
been produced namely, from trauma or pressure 
upon the lumbosacral cord. Trauma can be 
excluded, for there was none at the time of the 
operation. Pressure upon the cord suffic ent 
to have produced the neuritis and paralysis 
could only have arisen from some inflammatory 
process. There was no evidence of an inflam- 
matory pelvic exudate, but there were evi- 
dences, clinical and physical, of the presence of 
an inflammatory thrombotic process in the 
pelvic veins. Where the left internal iliac 
vein crossed the left lumbosacral cord, the 
pressure of the vein upon the cord was sufficient 
to produce the neuritis and later on the paral- 


ysis. (Fig. 3.) 
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Such an extensive thrombosis must be rare 
after operation, or else peroneal paralysis 
would more frequently follow the thrombo- 
phlebitis. Such a palsy is too striking and too 
long continued to fail of recognition and would 
surely have been recorded were it common 
to post-operative thrombophlebitis. Yet a 
thorough search through the literature includ- 
ing a perusal of all the cases recorded in detail 
has failed to show a similar case. 
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SYMPOSIUM UPON THE ADMINISTRATION OF ANAESTHETICS 


IMPROVEMENTS IN ANAESTHESIA! 


By J. CLARENCE WEBSTER, M. D., CuHicaco 


N his presidential address in 1908, Doc- 

tor Baldy made the following statement: 

“The general administration of anes- 

thetics as performed to-day is the shame 
of modern surgery, a disgrace to a learned 
profession.” 

A recent visit of six months to many clinics 
in Continental Europe has convinced me of 
the truth of this remark as regards that part 
of the world, and my experience of America 
makes me believe that it holds equally here. 
Lack of proper instruction in the use of anzs- 
thetics in medical schools and neglect of oper- 
ators to thoroughly supervise their administra- 
tion are matters of common knowledge. The 
vaunted superiority of ether over chloroform 
and its supposed greater safety have led to 
widespread criminal carelessness and _reckless- 
ness in its employment among the profession 
of America. While it is true that deaths on 
the table are more common with chloroform 
than with ether, it can scarcely be doubted 
that the latter drug causes a larger post-oper- 
ative morbidity and mortality. In my efforts 
to reduce these evils to a minimum I have had 
recourse to the following procedures. 

For seven years I have exclusively employed 
local anwsthesia in cases in which a general 
anwsthetic would be considered as adding to 
the risk of operation. For this purpose I have 
used Schleich solution Nr. 2. The operations 
carried out include removal of gall-stones, 
nephrectomy, resection of bowel, vaginal, and 
abdominal Cesarean section, and almost every 
other procedure in abdominal and pelvic sur- 
gery. Only ina very small percentage of cases 
has it been necessary to have recourse to a 
general anesthetic on account of nervousness 
and excitability of patients. 

As regards intra-abdominal manipulations 
my observations agree with those of Len- 
nander; viz., that it is practically only the 
parietal peritoneum which is sensitive to pain, 


and that the viscera may be handled, cut, and 
stitched with little or no distress except when 
they are subjected to much traction. 

The separation of adhesions between any 
structure and the parietes causes pain, except 
when the adhesions are very slight, whereas 
the separation of adhesions between viscera 
or between new growths and viscera rarely 
causes distress. The omentum may be ligated, 
divided, or cauterized without pain. When it 
is forcibly pulled down distress is caused. 
Manipulations of the intestines are painless 
unless the mesentery is stretched. 

Removal of the appendix is painless except 
when its mesentery is stretched or adhesions 
to the parietes are broken. 

Ligation, division, or compression of the 
broad and round ligaments with forceps 
usually causes slight distress. 

Cauterization, incision, or suturing of the 
peritoneal surface of the uterus causes only 
slight distress at the attachment of the round 
and utero-sacral ligaments. 

Gentle manipulation of the tubes and ovaries 
is not painful, but complaint is made when 
they are separated from adhesions to the parie- 
tes. Separation of the bladder from the 
uterus causes no distress. Division of the 
vagina in hysterectomy causes pain. 

Irrigation of the peritoneal cavity with nor- 
mal saline solution at 104°F causes no distress 
save when it is introduced under excessive 
pressure. 

I have used local anesthesia in patients with 
chronic pulmonary, renal, or cardiac disease, 
extreme anemia, marked sepsis, great debility, 
old age. 

In the critical condition produced by severe 
hemorrhage, e. g., tubal rupture, the risk of 
immediate operation under local anesthesia is 
practically nil. 

In severe sepsis where there is such a marked 
tendency to degeneration in heart, liver, kidney, 


1Read before the American Gynecological Society. 
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and other structures, a general anzesthetic adds 
greatly to the risk of operation. 

During the last four years I have also dis- 
placed ether to an increasing extent by nitrous 
oxide gas, having used it almost exclusively 
for anzesthesia examinations and for minor 
operations, e. g., curettage, perineal repair, 
removal of piles, opening of abscesses, etc. 
Like many other operators I have employed 
it as a preliminary to ether administration in 
cases in which the latter has been intended for 
the operation. 

Eighteen months ago I adopted another 
procedure which I have used with the greatest 
satisfaction and which I now wish to recom- 
mend to the profession. 

The patient is rendered unconscious with a 
mixture of nitrous oxide and oxygen. This is 
changed to ether which is used to obtain com- 
plete anzesthesia. As the operation is begun, 
the ether is removed and the anesthesia con- 
tinued with the nitrous oxide-oxygen mixture, 
being administered not continuously but in a 
succession of puffs at low pressure. I have 
tried various mixtures of gases and have found 
the above most suitable to the great majority 
of cases. After a little practice the anzsthetist 


learns to keep the patient in a condition satis- 


factory to the operator, even for an hour or 
more. In prolonged work, it is usually advis- 
able to have recourse to the ether from time 
to time for two or three minutes. 

As a rule the total period of ether adminis- 
tration does not exceed fifteen minutes. 

Robust, fat, plethoric, alcoholic, and excit- 
able patients, who under pure nitrous oxide gas 
may give considerable trouble to the anzs- 
thetist are very satisfactorily dealt with by 
the ether, nitrous oxide-oxygen sequence. 

The advantages of this method are the fol- 
lowing: 

1. Diminished risk to the patient during 
operation. As far as I have been able to ascer- 
tain, death has never occurred during the 
administration of nitrous oxide and oxygen. 
Hewitt of London states that “there is no form 
of anesthesia at present known which is so 
devoid of danger as that which results from 
nitrous oxide when administered with a suffi- 
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cient percentage of oxygen to prevent all 
asphyxial complications.” 

The mixed gases have a decided advantage 
over nitrous oxide alone, for the latter easily 
causes extreme asphyxiation which is very 
dangerous when cardiac weakness, old pleurisy. 
or pericarditis exists, or when the air passages 
are obstructed by adenoids and enlarged 
tonsils, mucus, or vomitus. Moreover, with 
the mixture the clonic muscular spasm, so 
common with nitrous oxide, is rarely produced. 

2. Improved after-condition. 

In more than ninety per cent of all operative 
cases there is either no vomiting at all or it 
occurs only once or twice. When it is more 
frequent it is mostly observed during the 
twelve hours following operation. Nausea 
is usually slight and rarely lasts more than 
twenty-four hours. It is directly proportional 
to the amount of ether given. 

I have found, however, that the administra 
tion of oxygen for twenty minutes after the 
close of the operation tends to abolish nausea 
and vomiting almost entirely. Consequently, 
I always give oxygen after prolonged opera- 
tions, and after those in which the patient 
is anemic or debilitated. 

Post-operative bronchial secretion has been 
very rarely observed. As regards the kidneys 
there is a marked improvement over pure 
ether anzsthesia inasmuch as casts and albu 
men have scarcely ever been found in cases in 
which they were not present before operation. 

After abdominal operations paralytic dis- 
tension of the intestines is much less trouble-- 
some than after pure ether administration. 

I, therefore, strongly urge that ether anas- 
thesia, as it is generally employed be abandoned 
in favor of the method which I have introduced 
and demonstrated to be so valuable and safe, 
the following sequence being followed: 

1. Nitrous oxide and oxygen (2 per cent.) 

2. Ether until complete anzsthesia is ob- 
tained. 

3. Nitrous oxide and oxygen (2 per cent), 
alternating with occasional doses of ether. 

4. Oxygen gas for twenty minutes in anaemic 
or debilitated patients or after protracted 
operations. 
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lr is generally accepted as a fact, that the 
| average patient who is to submit to a 

surgical operation, where an anesthetic 

is required, that the dread of the an- 
wsthetic is, as a rule, much more manifest than 
that of the operation itself. This is especially 
true if the patient has once passed through the 
ordeal of anesthetization. The reasons for 
this dread may be found to be various, by far 
the most important one seems to be due to 
faulty administration, by which the patient 
suffers needlessly long during its exhibition, and 
is given much more than is actually required 
during the operation, thus entailing a long and 
tedious convalescence from its effects. This, 
undoubtedly, is true to a much greater extent 
where the anesthetic used is ether alone. Chlo- 
roform, or any combination of it, with ether, 
acts much more promptly, and is less irritating 
to the nasal and tracheal mucous membranes, 
but inasmuch as ether seems by general con- 
sent to be the safer agent, this paper will treat 
only of the use of the latter. Much depends 
upon the proper preparation of the subject, 


and to this end the time of day selected for the 
operation may make a very material difference 
in the success of the administration of the 


anesthetic. The earlier in the morning of the 
day of the operation the better. Waiting many 
hours increases the nervous excitement, and 
not unfrequently before the time arrives a 
nervous exhaustion follows, which amounts to 
a high degree of hysteria, rendering the patient 
much less amenable to reason. Again, it is 
absolutely necessary that the process of diges- 
tion of the last meal shall have been perfectly 
accomplished, and the stomach entirely free. 
For the above named reasons, many Amer- 
icans and most Germans and continental sur- 
geons select the early hours of the morning for 
operative work. During the twenty-four hours 
before an important surgical operation, while 
the bowels are being properly cared for and 
other manipulations necessary for proper prep- 
aration, the patient shall be allowed, and even 
urged, to drink freely of water, in order to antic- 
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ipate the postoperative thirst and to keep the 
volume of blood as good as possible. If the 
operation is to be a severe one, requiring the 
use of opiates afterwards, much benefit will be 
found in the hypodermic of morphia and 
atropia (} m., 1-150'atro.). This serves two 
purposes. The atropia will do much to pre- 
vent bronchorrhea, which so often accompanies 
the use of ether, the morphia quiets the nervous 
excitement, so that the ether acts more readily 
and less is required, while at the same time its 
sedative effect aids in relieving the pain follow- 
ing the operation and ameliorates the disagre- 
able effects of the anesthetic. If it is thought 
best to omit the opiate, the atropia in a small 
dose will be found useful in limiting the mucus 
collection in the trachea, so frequently a source 
of much inconvenience and delay in the oper- 
ation. Before commencing the administration 
of the anesthetic, the patient should be given 
all the assurance possible that she shall not be 
hurried, that care shall be used to prevent suf- 
focation, that the method used will allow 
plenty of air, and that there is really no danger 
to follow. The method of breathing should 
be shown; viz., by closing the mouth while slow 
and deep inspirations should be made, just as 
long as the patient can remember the instruc- 
tion. So much depends upon the ability of the 
anesthetizer to inspire confidence, that one 
person very easily controls where another fails 
entirely. None but an experienced person 
should have control of the anesthetic. They 
may direct an amateur, but the matter should 
not be left to the latter. It is better that a 
screen be placed between the seat of operation 
and the ansthetizer, so that interest in the 
operation shall not, in any manner, interfere 
with strict attention to the condition of the pa- 
tient. One of the most important factors in the 
administration of an anesthetic is the proper 
inhaler. All sorts of instruments and devices 
have been used and highly recommended, many 
of them very elaborate and expensive, and 
most of them lacking in simplicity and utility. 
Any inhaler that does not allow pure ether (if 


'Read before the American Gynecological Society, April, 1909. 
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ether is used) at each inhalation fails to satisfy 
the proper demand. The simplest, and at the 
same time the most efficient form seems to be 
a wire frame, over which is stretched one 
thickness of cloth, like thick bath toweling, 
and held in place by another wire frame, which 
is fastened to the first. The one perferred is 
known as the ‘‘ Mayo” frame. It fits the face 
well, and the patient can easily breathe through 
the cloth when the nose and mouth are well 
covered. Before any ether is applied the 
patient should be instructed to make one or 
two inhalations with the inhaler over the face. 
Equally important is the method of delivery 
of the anesthetic. This can be done properly 
only by “drop by drop.” If more than this 
is delivered it is sure to go through the covering 
of the frame, and if the patient’s mouth is open, 
causes coughing and choking, and entering the 
trachea, soon excites a secretion of mucus 
which for a time may suspend all manipula- 
tions. Delays from this cause are extremely 
common in the experience of every surgeon, and 
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too much caution cannot be observed to avoid 
this unpleasant complication. The strictest 
attention on the part of the anasthetizer 
should be required, and a continuous drop by 
drop constantly kept up. The ether is thus 
lodged in the interstices of the toweling, and 
the patient gets pure ether by displacement by 
air. The exhaled air, charged with more or 
less carbonic acid gas, is driven through the 
porous towel, so that all danger of asphyxia 
is avoided. In absence of the bath toweling, 
several layers of gauze can be used, carefully 
limiting the number to, the ability of the 
patient to breathe through it. Cones and 
several folds or ordinary towels are always 
open to the objection that the exhaled carbonic 
gas is reinhaled, and pure etherization is thus 
prevented. 

If these few simple rules and precautions 
are carefully followed, there will be much time 
saved, a small amount of ether will be needed, 
and most of the disagreeable complications so 
often met with will be avoided. 


THE ADVISABILITY OF MAKING THE PRACTICAL ADMINISTRATION OF ANAS- 
THESIA A REQUIRED PART OF THE MEDICAL COURSE 


By REUBEN PETERSON, M. 


D., ANN ARBOR, MICHIGAN 


Professor of Obstetrics and Gynecology, University of Michigan 


T least this symposium demonstrates 
that certain members of the profession 
are alive to their responsibilities re- 
garding the administration of general 


anesthetics. No doubt it is true in this case 
as in others that it is better late than never, 
although it is best to be frank and acknowledge 
that in neglecting this important subject in the 
past, we have been woefully remiss. Busily 
engaged in perfecting old methods of operative 
technique and developing new ones, we have 
paid scant attention to the subject of anes- 
thesia, although every one of us has known 
and knows that next to the operator, it is the 
most important part of the operation. Bitter 
and painful experience has taught some of us 
to be most careful in this regard, but these were 
only individual experiences, and have made 
little impression on the scientific and system- 
atic development of the question. But we are 
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going to be good now, I take it, and henceforth 
are pledged to help out our friend, Dr. Baldy, 
in his laudable endeavors to solve the problem. 

For some years past I have felt that we were 
not doing our duty toward the undergraduate 
in sending him forth upon his life’s work with 
little or no experience in the practical admin- 
istration of anesthetics. I am speaking of 
the many who go into general practice im- 
mediately after they receive their degrees. 
For it is true that a majority of every class 
either have no desire for hospital appointments 
or else feel that they cannot afford to put in 
the additional time, much as they would like 
to. Most of these graduates, for the same finan- 
cial reasons, settle in the country districts, and 
above all others need to be well grounded in 
the theory and practice of anesthesia, for the 
exigencies of their practice compel them to 
give ancesthetics from the start. So much have 
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I been impressed with the need of such under- 
graduate instruction that it has been my custom 
to try to give each one of the senior class an 
opportunity of administering an anesthetic in 
my clinic under the supervision of one of my 
assistants. Still, at the best, such instruction 
is meager and unsatisfactory compared with 
a systematic and adequate course upon the 
subject. The average student is indeed handi- 
capped in this question of anesthetics. If 
through excessive zeal for practical work, he 
manages by hanging around the clinics, to get a 
chance at giving a few anesthetics, he does not 
learn much, for his opportunities usually come 
through the interne of the hospital, whose 
good nature is greater than his capacity for 
instruction. Now I have always looked upon 
undergraduate practical work in any line with- 
out instruction, as a good deal of a waste of 
time, and valuable time at that, time that 
would better be spent upon less fascinating, 
but more valuable fundamentals. The Amer- 
ican medical student is above all practical and 
unless properly guided will waste a great deal 
of his last two clinical years in work which to 
him seems extremely valuable, but which in 
reality is far from being so, because it is more 
or less superficial and vague, since much of it is 
done without proper supervision. Many a man 
has had his required three obstetrical cases 
in the tenement districts and has learned only 
that a baby comes through the vagina. The 
same three cases under proper instruction and 
quizzing during the time he was conducting 
the labors would have taught him much more. 

Again it is only by such a systematic course 
. of instruction in the theory and practice of ad- 
ministering anesthetics that we can ever hope 
to deal with the problem we have under con- 
sideration. It must be ever kept in mind that 
hospital practice, developed as it has been 
during the past twenty-five years, forms only 
a small part of the surgical work that is being 
done in the country at large. Even if every 
hospital were compelled by law to employ 
trained anvsthetists, it would only affect in- 
directly the administration of anesthetics out- 
side of hospitals. Not that I do not approve 
every effort which is being made along these 
lines. As Dr. Baldy pointed out in his address 
last year, the public would be horrified if they 
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knew the slipshod methods of administering 
anesthetics in some of our hospitals. Every 
effort should be made to safeguard the lives 
of our hospital patients, and boards of trustees 
should be shown that it is just as essential to 
expend money in securing the services of paid 
anesthetists, as it is to provide the hospitals 
with dressing sterilizers. But even after we 
have solved all these questions of hospital 
management we have only just touched upon 
the problem. Nowadays everybody is a sur- 
geon, at least every general practitioner 
administers anesthetics. How are rules formu- 
lated to govern hospitals, except indirectly, 
going to make this vast body of practitioners 
better fitted to give ether or chloroform? Now, 
to accomplish the greatest good for the greatest 
number we must begin at the beginning and 
give adequate instruction in this impor ant 
subject to undergraduates. Grant you that 
we will fail in our endeavors to make every 
graduate a competent anesthetist. So will we 
fail in many of our endeavors. That asepsis 
is systematically taught in our medical schools, 
does not mean that every practitioner is a clean 
surgeon or obstetrician. But the vast majority 
of practitioners are acquainted with the prin- 
ciples of asepsis, the greater number put them 
into practice, and the resultant is the saving 
of many lives. . 

I believe the time has come when the read- 
justment of the medical curriculum is abso- 
lutely demanded. As a member of the sub- 
committee on obstetrics and gynecology of the 
American Medical Association I have even 
tried to do my share toward such a readjust- 
ment. There need not necessarily be any fric- 
tion between the teachers of the so-called 
scientific branches and the clinical branches, 
but I think the time has come when the burden 
of proof should be placed upon the former to 
show why the clinician should not have hours 
enough at his disposal to thoroughly teach his 
subject, or why such an absolutely necessary 
subject as the administration of anesthetics 
should not have a place in the curriculum. 
Far be it from me to make our students any 
less well grounded in the scientific branches, 
only I would suggest that there is another side 
to the question and that the clinician should 
insist that there are certain fundamentals 
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which must be taught during the clinical years. 
Then having determined the absolute essentials 
which must be taught during the four years’ 
college course, the readjustment can be made 
by mutual compromise. In the past has it not 
been true, at least to a certain degree, that the 
clinician took the hours which were left after 
the hours of the medical course were pretty well 
filled with scientific studies, some of which 
should have been mastered before the student 
was allowed to matriculate? Still, all this is a 
mere matter of detail and readjustment of the 
medical curriculum. For our purposes all 
that is required is to demonstrate the necessity 
of a course in the theory and practice of anes- 
thetics. If we can do this I am sure we will 
have no difficulty in securing the requisite num- 
ber of hours for such instruction. 

The faculty of the department of medicine 
and surgery of the University of Michigan 
have only this spring placed themselves on 
record in favor of such a course and have asked 
the board of regents to make provisions out 
of the next annual budget for an instructor in 
this branch. It was thought that instruction 


in the practical giving of anzsthetics could best 
be combined with practical therapeutics, a sub- 
ject which has sadly fallen by the wayside in 


the past twenty years in medical teaching. 
The idea is to make such an instructor a con- 
necting link between the scientific branches 
of the first two years and the clinical branches 
of the last two years. He should be a well 
trained pharmacologist yet at the same time 
one who is well versed and has a liking for prac- 
tical therapeutics and such a practical subject 
as the administration of anesthetics. He could 
so arrange his courses in the latter subject as 
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to teach them both theoretically and practically. 
The student could be shown why, for example, 
the drop method of giving ether is safer and 
pleasanter for the patient. He could be taught 
variations of pulse and respiration under the 
anesthetic, the manner of resuscitation in case 
the patient collapses, and many other things 
which one must of necessity know, if he is to 
be a good anesthetist. Some of the instruction 
would necessarily be class work, lectures, or 
demonstrations before small classes. A good 
part of the work, however, would have to be 
individual teaching by the instructor and his 
assistants. In any medical school worthy of 
the name there would be an abundance of 
material for such a course. In a teaching 
hospital it need not interfere with the employ- 
ment of a trained and paid anesthetist. In 
fact it would be easier to secure the services of 
such a person, because the position of anvs- 
thetist would almost immediately be placed on 
a far higher plane than exists to-day. 

For aught I know, the plan I have briefly 
outlined, may already have been inaugurated 
in one or more medical colleges. If any such 
exists it has escaped my notice and those of 
whom I have enquired. After all, each school 
would have to arrange its course to meet its 
own peculiar conditions. It would not matter 
so long as the student received the proper sys- 
tematic instruction in the branch. Then and 
then only would we reach the great body of 
practitioners. The undergraduate, receiving 
such instruction, might never become a skilled 
anesthetist, but he would have had the ground- 
work, and could hardly escape being the better 
for such training. 





SURGERY, GYNECOLOGY AND OBSTETRICS 


THE TRAINED OR THE UNTRAINED ANASTHETIST?? 


By HUNTER ROBB, M. D. 


last year has proved of great service 

in stimulating fresh inquiries from 

several standpoints into the subject of 
the administration of anesthetics. Other 
speakers have dealt with the immediate and 
later effects of the various drugs employed 
and their various dangers and advantages. I 
should like to say a few words in favor of in- 
stituting a thorough, theoretical and practical 
training in the giving of anesthetics for every 
man before he takes his degree from any med- 
ical school. 

If any one of us were going to be operated 
upon and had time to do so he would — at 
least I for one would — make three stipula- 
tions. He would, I think, demand (1) the 
best possible hospital facilities; (2) a skilled 
operator; (3) a skilled anesthetist. But by 
what right do we insist upon for ourselves what 
we do not demand for our patients? Having 
chosen a good hospital and a good operator 
why should we not be content to receive the 
anesthetic from the youngest interne, or a 
fourth-year, or even a third-year student? I 
fear very much that hitherto we have been too 
apt to belittle the importance of this subject. 
When a patient dies upon the table from the 
anesthetic we are very properly shocked; 
but how about the later sufferings, or even 
fatalities from an improperly administered 
anesthetic? Consider for a moment how 
often it happens that a newly-fledged practi- 
tioner or a student is called upon to administer 
an anesthetic to an unprepared patient,— for 
instance to a man who has met with an accident 
just after a hearty meal, or may be one who 
has a faulty heart or diseased kidneys. May 
it not make a great difference in such cases how 
the anesthetic is administered? I firmly 
believe that many untoward accidents must 
be attributed to the fact that medical schools 
do not furnish proper instruction in this subject. 

Our anesthetic service has not kept pace 
with the advance of surgery in other directions. 


1): BALDY’S presidential address of 


As things are now, the ordinary medical 
student gets but little theoretical or practical 
experience in this branch, and only a few even 
of those who pass through a hospital service 
obtain a thorough training in it. Of course, 
some men lack a natural adaptability and will 
never become expert, and anesthetists will 
always differ in skill; but it is our bounden 
duty to see to it that every one of our medical 
students should be afforded an opportunity 
of acquiring at least a passable degree of pre- 
cision and skill in this branch. 

Many hospitals, especially private institu- 
tions, have found it expedient to protect their 
patients by employing a paid anesthetist, but 
to this I am opposed in the hospitals controlled 
by medical schools, unless the theoretical 
and practical teaching of the students can be 
arranged for. I would therefore, tentatively 
propose the following suggestions: (1) That 
a skilled anesthetist holding an appointment 
in the medical school as one of the faculty, 
and in the hospital as one of the staff, be ap- 
pointed at a proper salary to teach and dem- 
onstrate the administration of anesthetics, 
and to personally administer them to the 
private patients, and to those in the general 
wards who are in a debilitated condition. 
(2) That in connection with a carefully pre- 
pared course of lectures on anesthetics and 
their physiological action, each student be 
required to administer anesthetics to dogs or 
other animals a certain number of times. 
(3)That the lecturer next take the students 
the rounds of the operating rooms, and point 
out to them the details in connection with the 
service and the points to observe in giving an 
anesthetic to the human being. (4) That 
each student be detailed to give the anesthetic 
at a certain number of operations under the 
guidance and criticism of the instructor, or 
one of his more advanced students. In this 
way we can be assured that all of them will 
have at least a fair amount of general ex- 
perience. (5) That the senior instead of the 


1 Read before the American Gynecological Society, April 21, 1¢09, at New York (Symposium on “Further Consideration of the Skilful and 
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junior interne be detailed to administer the 
anesthetic, as he would have had the oppor- 
tunity of following and also of assisting with 
the administration of the anesthetic in a con- 
siderable number of cases by the time he has 


NOTE ON THE 


OF PLACENTA PRAEVIA BY CSAREAN SECTION 


TREATMENT OF 


529 


reached the position of senior assistant. Of 
course I do not present this as a detailed plan 
but in order to give an outline which can be 
developed according to the various conditions 
which exist in the different hospitals. 


PLACENTA PR-EVIA BY 


CASSAREAN SECTION’ 


By EGBERT H. 


HE status of the modern Cesarean 
section has been secured through 
asepsis and election of the operation. 
In the memory of the middle-aged 
members of this Society the operation was one 
of dernier resort, and often attempted after 
other operations had been tested, the subject 
being frequently infected. Of course the 
women usually died. To-day, the indications 
and the limitations of the section are fairly 
exact and in the hands of individual operators 
it is performed repeatedly with perfect out- 
come for the woman and often for the child. 
Now, it behooves us of this generation and 
those who are to follow us not to allow these 
indications and limitations to be broadened 
unless logic, thought, experience, prove this 
necessary. Else statistical data are bound to 
retrograde. Therefore, we should firmly op- 
pose any suggestion looking to the substitution 
of the abdominal Cesarean section for less 
radical operation except when, after prolonged 
experience, it has been proven that the section 
carries greater certainty of life for the woman 
and equal certainty of life for the child. Ac- 
cording to my light these premises do not ob- 
tain to-day. ; 

Placenta previa, or vicious insertion of the 
placenta — the term I prefer, since it impresses 
on student and on practitioner the better the 
fact that we are dealing with a malignant com- 
plication of pregnancy, should be treated radi- 
cally as soon as the diagnosis has been certified. 
That is to say, the uterus should be emptied 
irrespective of the stage of gestation, except 
when, in full understanding of the great risk, 
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both husband and wife insist on temporizing 
until the stage of foetal viability has been 
attained. During this period of temporizing 
initial hemorrhage may be very profuse. In 
total instances of vicious insertion, the hamor- 
rhages occur prior to the stage of viability, and 
at best the foetus is undeveloped and_ poorly 
nourished. As a rule, it is only in instances 
of marginal insertion that this temporizing 
policy will be allowable. In total instances, 
therefore, the question of Cesarean section 
will rarely offer, whilst in marginal instances 
I have yet to see a case where obstetric pro- 
cedures by the vagina did not answer. 

To state the matter in a nutshell: were I to 
see an instance of vicious insertion of the pla- 
centa at the stage of pregnancy when feetal 
viability may be certified to, the woman in 
prime condition, that is to say, not exhausted 
by hemorrhage, I should be willing to elect the 
Czsarean section with perfect assurance that 
thus I was best subserving the interest of both 
woman and foetus. Were I to see an instance 
of vicious insertion of the placenta, under the 
above premise, with rigid, cicatricial cervix — 
the type not dilatable by nature and only 
dilatable by art at the possible expense of deep 
tear of the cervix or rupture of the uterus, I 
should elect the abdominal Cesarean section. 
Were I to see an instance of vicious insertion 
of the placenta with dystocia due either to foetus 
or to pelvis, I should again elect the abdominal 
Cesarean section. Such instances, however, 
are either ideal ones or obligatory ones. With 
these exceptions, I cannot admit the desirability 
or the permissibility of the abdominal Czsarean 


1 Read before the American Gynecological Society, April 20, 1909. 
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section. Indeed, in an obstetric experience 
of over one quarter of a century I have never 
seen an instance carrying the above desiderata. 
As a rule, the women have suffered from hem- 
orrhages before I have seen them or else have 
been infected. They have been in a state 
where, in total instances, the child must be 
disregarded, and where measures of less mag- 
nitude sufficed for the woman, and in partial 
instances where customary operations through 
the vagina sufficed for the woman and usually 
for the child. Therefore my lack of sympathy 
with suggestions looking towards the use of 
abdominal section. Such a proposition would 
appear to me to be asking impossibilities from 
man since the very nature of the complication 
either places the affection outside the category 
of those where the section offers hope, or else 
it becomes a post-mortem intra vitam. Some- 
times a Hibernicism best clinches an argument. 

So much for the abdominal Cesarean section. 
Now as regards the vaginal Cesarean section. 
This operation, at best, must ever remain one 
suitable for experts and amidst surroundings 
very different from those furnished by the or- 
dinary lying-in room. It is a difficult operation 


not perhaps to begin but certainly to finish. 
So much, at least, reading of the published 


reports certifies to. Therefore, it will never 
enter into consideration as a matter of election. 
Certainly it is yet to be proven as possessing 
advantages, even in the hands of the expert, 
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superior to alternate measures such as I shall 
briefly describe, with the proviso that I am 
speaking of vicious insertion of the placenta 
uncomplicated by maternal or foetal cause of 
dystocia or by tumor or by complication de- 
manding procedure other than obstetric meas- 
ures through the vagina. 

The child being viable, the cervix long, the 
placenta marginal, the Charpentier de Ribes 
bag, or the gauze pack to secure softening and 
dilatation of the cervix, manual completion 
of the dilatation and usually version, these 
are the manipulations which should usually 


* answer. 


The child being viable, the insertion mar- 
ginal, the cervix merged, manual dilatation 
associated with the Duhrssen incisions in case 
of rigidity and, again, usually version should 
be the rule. 

In total implantation, in my experience, it 
is usually necessary to empty the uterus before 
the stage of foetal viability, that is to say, the 
question of Ceesarean section, either abdominal 
or vaginal, will not offer. 

At term, the implantation being total, if the 
above measures do not answer for the woman 
they certainly will not for the child. To 
attempt the Cesarean section through the 
vagina, cutting through boggy, bleeding pla- 
centa, takes away all chance for the child and 
in no wise, even in the hands of the expert, can 
benefit the woman. 


’ 
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PUBIOTOMY 


This operation, known also as hebotomy 
and hebosteotomy, is the last of a long series 
of operations devised solely for the purpose of 
overcoming pelvic contraction in labor. 

The operation consists in the division of the 
pubic arch at some point between the sym- 
physis and the foramen without encroaching 
upon either, thereby differing markedly from 
symphyseotomy, where the division is made 
through the joint. 

Suggested by Gigli in 1893 and first per- 
formed by Bonard in 1897, it was not generally 
received by the profession until 1898, when 
Gigli and Bonard began the publication of their 
reports. 

In the ten years that have since elapsed it 
has been employed more and more frequently 
and its field of usefulness is becoming more 
accurately defined. 

It not only has a peculiar and individual 
importance but it serves to aid, restrict, and 
exclude at times the other operations of cog- 
nate intent. 
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Thus it is contraindicated in pelves with 


c.v. of less than 7.5 cm. and does not there- 


fore compete with Cesarean section for abso- 
lute indication. 

It is also not required usually in pelves of 
more than g.5 cm. c.v. and thereby leaves 
a large field to be covered by such operations as 
version and extraction and by forceps. 

Ranging then from 7.5 cm. to 9-9.5 cm. it 
plunges into a disputed territory, a border 
state which has been harried and harassed for 
many years by the contending advocates of 
Cesarean section, version and _ extraction, 
forceps, and the induction of premature labor. 

Pelvic contraction in some degree is the obsta- 
cle which confronts the obstetrician in 20 per 
cent of his cases, and not less than 75 per cent 
of these cases fall within the limits assigned to 
pubiotomy. 

Before considering this operation further, 
it is well to recall briefly how well the other 
measures have succeeded under these condi- 
tions 

In generally contracted or flat pelves where 
Winckel 
gives the mortality of the child at 20 per cent, 


labor terminates spontaneously, v. 


while in the same class of cases artificially 
terminated (either forceps or version) the mor- 
tality reaches from 35 per cent to 60 per cent. 
The deduction is obvious. 

The induction of premature labor is gener- 
ally admitted to cost the lives of 30 per {cent 
of the babes either during the procedure or 
within a few months thereafter. 

There is evident need therefore for a new 
procedure whereby the appalling infant mor- 
tality in these border cases can be diminished. 
Symphyseotomy was a step forward, but its 
difficult technique, the vicinity of important 
and easily injured structures, as well as the 
imperfect, unsatisfactory, and often injurious 
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sequele caused renewal of the search for a 
simpler and more effective method. 

At the present time pubiotomy promises to 
fulfill many if not all of the requirements. 

Although at least two assistants are neces- 
sary the technique itself is very simple, no 
peculiar after care is demanded, no unusual 
detention in bed, and there are comparatively 
few sequel due to the operation per se, while 
in many cases the procedure permanently 
removes the condition which it was designed to 
relieve. 

As in other attacks upon the tissues, certain 
dangers must not be overlooked. Thus the 
bladder or urethra may possibly be injured, 
but only in rare or anomalous cases. 

Hemorrhage may occur but usually is 
easily checked by compression. Sepsis of 
course must be feared in this as in all invasions 
of the tissues. Hamatoma and cedema of the 
vulva sometimes occur but are rarely serious. 

The most menacing complication that may 
happen is the laceration of the soft parts by the 
passage of the advancing head, with extension 
of the tear into the pubiotomy wound. — Episi- 
otomy has been suggested as an appropriate 
way of meeting this aecident. 

What is gained by running these risks ? 

Primarily the pelvic diameters are enlarged 
1 cm. for each 3 cm. of separation between the 
ends of the bones. 

The patient can then deliver herself and in 
most instances should be encouraged to do so. 

The delivery, if assisted, can be readily 
accomplished through the now roomy pelvis 
by forceps or version, and a living child is 
highly probable. 

To give a better idea of the operation it may 
well be compared with the use of forceps in the 
same class of cases to which pubiotomy applies. 

Thus in pubiotomy the technique is simple, 
infection possible, instruments few, perform- 
ance brief, hemorrhage possible, the child 
usually alive, the mother uninjured and usually 
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improved for childbearing, since the pelvis 


. frequently remains enlarged. 


With forceps, on the contrary, the technique 
is difficult to acquire (at least it is not generally 
acquired), infection frequent, hemorrhage pos- 
sible, instruments few, operation long or fruit- 
less, 30 per cent to 60 per cent of the babes 
lost, subsequent labors a repetition of the first, 
and the mother frequently crippled for life. 

Besides, while pubiotomy is an operation of 
art and technique, the ideal forceps operation 
requires greater technique plus the exercise of 
brutal violence. 

Pubiotomy may, therefore, be advocated as 
an operation of election in cases of contracted 
pelvis within the limitations given and preferred 
to forceps because after its performance the 
woman can deliver herself. 

If, however, in such cases an emergency 
arises and forceps or version should be indi- 
cated as a means of quick delivery, then should 
pubiotomy precede such forceps or version, not 
only for the better protection of the child, but 
also to save the mother from the usual instru- 
mental mutilation. 

The field of pubiotomy is readily widened to 
include cases of impaction in a normal pelvis, 
and in face and brow positions when the head 
does not advance. 

It is not possible to do more than to touch 
on the important phases of this question in such 
a review as this but in closing the writer de- 
sires to emphasize the fact that while the 
technique is simple and the instruments few, 
the operator must be prepared to meet any 
emergency, and the operation should always be 
preceded by careful pelvimetry. 

In consideration of its many advantages, the 
infrequent complications, and the simple tech- 
nique it is probable that this operation will be 
permanently established, its field of usefulness 
become definitely recognized, and its perform- 
ance more frequent and certain. 

CHARLES B. REED, M. D. 











TRANSACTIONS OF SOCIETIES 


THE AMERICAN GYNECOLOGICAL SOCIETY 


THIRTY-FOURTH ANNUAL MEETING CELEBRATING THE CENTENNIAL OF MCDOWELL’s OPERATION, HELD IN 


NEw York City, APRIL 20, 21, AND 22, Igo09. 


THE PreEsIpENT, Dr. J. RIDDLE GOFFE, 


NEw YORK, IN THE CHAIR, 


The Society convened in the Solarium of the 
Waldorf-Astoria Hotel. 

An address of welcome was delivered by Dr. 
Clement Cleveland, New York, which was re- 
sponded to by Dr. J. Montgomery Baldy, Phila- 
delphia. 

The first order of the scientific session was a 
symposium entitled “Czsarean Section; Indica- 
tions in Placenta Previa, and the Justifiability of 
Sterilization in this Condition.” 


(a) INDICATIONS FOR C®SAREAN SECTION IN PLA- 
CENTA PR#EVIA 


Dr. GEORGE TUCKER HARRISON, of New 
York, read a paper on this subject. 

Among other things, the author said that the 
obstetric resources at our command are amply 
sufficient in the vast majority of cases. The cases 
in which Cesarean section is justifiable are very 
few, but they do occur, and when the question of 
operative intervention comes up, he thinks vag- 
inal Czsarean section is or should be the one of 
election. Manual dilatation in conjunction with 
ballooning and in association with version, either 
combined or internal, will help us in the vast 
preponderating number of cases; but he insists 
that vaginal Cesarean section is a surgically exact 
method, and it should not be brought in compe- 
tition with other methods. It fulfills all the re- 
quirements of quick scientific surgery, because the 
surgeon can make a clean incision, sew it up, and 
get union by the first intention. 


(b) CHSAREAN SECTION IN PLACENTA PRAEVIA 

Dr. CHARLES JEWETT, of Brooklyn, N. Y., said 
the essential considerations in weighing the claims 
of Cesarean section as against obstetric measures 
in placenta previa are blood loss, shock of opera- 
tion, and life-saving possibilities to the child. 
The lessened risk of infection and of uterine lacera- 
tions have some force, but the question of sepsis 
scarcely disturbs the balance, and lacerations are 
largely the result of avoidable violence. Acci- 
dents of obstetric manipulations in the matter 


both of infection and of uterine injuries, while not 
wholly preventable, belong more to past than to 
present-day methods. Subsidiary questions, which 
must be considered, are existing anemia and ex- 
haustion, the extent of pravial implantation, the 
stage of dilatation, the dilatability of the cervix, 
and the viability of the child. While in certain 
cases eclampsia, pelvic contraction, or narrow 
vagina may determine the choice, here the indica- 
tion is concerned with the complication more than 
the faulty placental insertion. Our present con- 
cern is with placenta previa itself as an indication 
for the Cesarean operation. In complete placenta 
previa, when complicated with an undilated and 
rigid cervix, abdominal section claims considera- 
tion. Certain of the more conservative sectionists 
afford a place to the Casarean section in these 
conditions when it can be performed in a hos- 
pital. But the benefits of a hospital environment 
obtain in a similar measure for obstetric deliv- 
ery. Even in complete previal implantation, and 
with undilated cervix, bleeding is amenable to one 
or more of the usual obstetric procedures, gauze 
tamponade or water-bag, within the cervix, or the 
latter passed through the placenta, podalic ver- 
sion, etc. Grave hemorrhage in placenta prievia 
is due more to failure in the timely and well-di- 
rected use of the obstetric measures at our com- 
mand than to any lack of them. 

With ligation of the uterine arteries, as proposed 
by Miller, of Pittsburg, the writer has had no ex- 
perience in vicious implantation of the placenta. 
We know its value in certain other uterine hemor- 
rhages, and, if its author’s claims are borne out 
by further trial, nothing more is required for the 
management of the kind of hemorrhage under 
discussion. From the standpoint of shock, the 
major operation is at a signal disadvantage. The 
abnormal implantation is seldom or never recog- 
nized until bleeding has begun. Abdominal 
section is a grave risk after much hemorrhage. 
In a greatly depleted patient it is almost surely 
fatal. Cesarean section, once begun, must be 
carried to completion, whatever the condition of 
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the woman. It admits of no waiting for recupera- 
tion. On the other hand, no shock attaches to 
the introduction of a hydrostatic bag, and little 
or none to a Braxton-Hicks version. The ob- 
stetric procedure may be moderated to suit the 
needs of the individual case. Bleeding controlled, 
time is permitted for returning strength, and a slow 
and gradual dilatation and delivery entail a mini- 
mum of tax. In a considerable proportion of 
cases expulsion or extraction is made easier by 
immature foetal development. In nearly twenty- 
five per cent the child is non-viable, and here often 
extraction may be simplified by craniotomy. As 
between a skillful section and an equally skillful 
obstetric delivery, less shock should obtain in the 
latter. 

The principal claim for Cesarean section in 
placenta previa is its diminished foetal mortality. 
Under obstetric treatment the death-rate of the 
child is formidable. For this, three causes are 
responsible, namely, prematurity, the effect of 
maternal blood loss, and the delay in traumatism 
incident to delivery by the natural passages. In 
practically all cases the resistance of the foetus 
is in greater or less degree impaired by maternal 
hemorrhage. A large proportion of the children 
are doomed to death, no matter what the method 
of delivery may be. Of the possibly viable chil- 
dren, Cesarean section may save many lives, but 
by no means all. Vaginal Cesarean section, the 


cause of which has been espoused by German 


writers, has no greater claim to consideration than 
the suprasymphyseal operation. 
offer quite as good a prognosis for the mother, the 
chances for the child are not so good, owing to the 
somewhat greater foetal risks in extraction through 
the natural passages. Not only do we find little 
rational basis for Caesarean section in placenta 
previa, but its claims receive scant support from 
experience. In 2,010 cases of placenta previa 
from the German, French, and Italian literature 
of the last two years, the maternal mortality under 
obstetric methods of delivery was 221, 10.9 per 
cent, the foetal, 1,159, 57.3 per cent; 726 of these 
cases, reported by Fueth, were collected from the 
practice of midwives and general practitioners. 
Many were subjected to prolonged tamponade 
and were exhausted by needless haemorrhage. 
Exclusive of Fueth’s cases, the maternal mortality 
was 6 plus per cent, and the foetal, 68.8 per cent. 

Comparing these results with those of 95 ab- 
dominal Cesarean operations collected from seven 
publications, all but one of the last year, the writer 
finds in the latter a mortality of 11.5 per cent for 
the mothers, and 34 per cent for the children. 
Sellheim, in one vaginal Czesarean section, saved 
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both mother and child. In 12 uterovaginal sec- 
tions reported by Bumm the maternal deaths were 
8.3 per cent, and the foetal 83.3 per cent. Ham- 
merschlag refers to 26 vaginal Cesarean sections, 
with a foetal death-rate of 55 per cent. How many 
mothers were lost he fails to say. The few vag- 
inal operations make a better showing for the 
mothers than the abdominal, but the percentage 
of foetal deaths is no less than under obstetric 
methods. If conclusions may be formulated on 
so small a number of cases, the Cesareanists 
have not yet established their cause. 


(c) THE INDICATIONS FOR ABDOMINAL C-ESAREAN 
SECTION IN PLACENTA PR2EVIA 


Dr. Henry D. Fry, of Washington, D. C., said 
that during the sixteen years immediately following 
the suggestion of Lawson Tait to perform abdom- 
inal Cesarean section for placenta previa, 30 cases 
were subjected to the operation, with a maternal 
mortality of 20 per cent. According to the inves- 
tigation of Rudolph Holmes, of Chicago, more 
than half of the women operated upon were in the 
hands of general surgeons, gynecologists, and 
practitioners of medicine. With little or no ex- 
perience in the obstetric treatment of placenta 
previa, and with an exaggerated idea of the dangers 
of the complication based upon the maternal 
mortality obtained by obsolete methods of treat- 
ment, they propose to substitute abdominal 
Cesarean section because recent statistics of that 
operation performed for other conditions give a 
low rate of mortality. In 1884, Hofmeier, Lomar, 
and Behm did as much to save the lives of women 
suffering fronr placenta previa, as did Saenger to 
reduce the mortality of Cesarean section, and if all 
women suffering from the complication were re- 
ferred to experienced obstetricians, there would 
be little occasion to look for any treatment outside 
of a purely obstetric one. 

The principal dangers to be overcome by that 
method are hemorrhage, laceration of the uterus, 
and sepsis. 

Delivery from above escapes these dangers to 
some extent because removal of the infant and 
placenta by Cesarean section does away entirely 
with the first and second stages of labor. To use 
an Irishism, an unavoidable hemorrhage is made 
avoidable; and one escapes a second danger; viz., 
laceration of the uterus, and with it one source of 
sepsis and of secondary hemorrhage. There 
remain other sources of septic infection and post- 
partum hemorrhage due to uterine inertia. Be- 
sides infection from below through the birth canal, 
there is added by surgical interference the danger 
of infection from above. In 43 Cesarean sections 
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performed for placenta previa, sepsis is mentioned 
as a complication in 10 per cent of the cases — 
with one fatal result. Abdominal Cesarean sec- 
tion likewise brings dangers of its own, as shock; 
acute dilatation of the stomach; and other post- 
operative complications. One fatal case of Cesa- 
rean section for placenta previa was due to in- 
testinal obstruction caused by adhesions of the 
omentum to the uterine and abdominal wounds. 

Experience clearly demonstates that maternal 
interests are guarded best by prompt evacuation 
of the uterus as soon as a diagnosis of placenta 
previa is made. It is shown by obstetric literature 
of the last 25 years that the safest way to deliver 
a woman suffering from placenta previa is by the 
combined method of version and by slow extrac- 
tion of the infant. At the Chicago meeting of this 
Society in 1901, I urged this method of treatment 
in appropriate cases and reported 14 cases of 
placenta previa without a maternal death. At the 
present time I can add 21 others to that list, making 
35 successful cases, including one abdominal 
Cesarean section. In the discussion of my paper, 
De Lee reported 25 cases with one death. Through 
personal correspondence he now reports 64 cases 
with three deaths; Norris reports 18 cases, no 
death; Hirst, 29 cases, one death; E. P. Davis, 15 
cases, one death. 

Six operators thus present 161 cases, with 5 
deaths, a mortality of 3.1 per cent. Many of these 
cases were treated in consultation and hospital 
practice and the mortality would necessarily be 
high. Holmes has collected 1,029 cases of placenta 
previa treated obstetrically by 11 operators, with 
a mortality of 3.3 per cent.. 

If placenta previa can be managed obstetrically 
with a maternal mortality of 3 or 4 per cent, is it 
justifiable in the absence of some complication, as 
a contracted pelvis, to subject women to abdominal 
Cesarean section for that condition? The dan- 
gers of Cesarean section performed for placenta 
previa are greater than when the operation is un- 
dertaken for other conditions. The general con- 
dition of the patient in placenta previa is likely 
to be unfavorable for operation on account of pre- 
vious hemorrhage, which is usually the first symp- 
tom of the complication. Preliminary treatment 
to control the hemorrhage, the vaginal or utero- 
vaginal tampon, hydrostatic dilators, etc., increase 
the danger of infection, and low insertion of the 
placenta, leaving an absorbing surface so near the 
vagina, presents a most serious complication to the 
success of the operation. 

If we were called upon to decide the merits of 
the question based upon the operations performed 
prior to 1905 (20 per cent mortality) we would be 
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led to reject it. Beginning with 1905 and con- 
tinuing to date, he has collected 13 additional 
operations with one death, reducing the maternal 
mortality during the second period to 7.7 per cent. 

An equally gratifying result of the infantile 
mortality is shown by comparison of the two 
periods mentioned. In the first period, 484 per 
cent; in the second, 25 per cent. 

The prognosis of abdominal Cesarean section 
for placenta previa depends largely upon two 
factors; whether or not the patient has been ex- 
sanguinated before operation, and whether or not 
she has been subjected to preliminary obstetric 
treatment. We find 14 cases reported; 5 with 
no preliminary treatment, and 9 with only tem- 
porary use of vaginal tampons; 13 recoveries, a 
mortality of only 7.1 per cent. In the series of 
operations collected since 1904 either no mention 
is made of any preliminary treatment or it was 
only the employment of tampons. 

The indications for abdominal Cwxsarean sec- 
tion are primiparity; a small vagina; a rigid and 
undilatable cervix; and placenta previa centralis. 

Primiparity is an indication for the operation be- 
cause the small size of the vaginal canal renders 
more difficult the manipulations demanded for 
the obstetric delivery of the patient; and because, 
in this class of patients, more difficulty is met with 
in dilating the cervical canal. 

The indications for performing abdominal 
Cesarean section were not clear in many of the 43 
cases reported. Primiparity existed only 9 times. 
Twenty-eight of the patients (about 66 per cent) 
were multipare, and 15 had been pregnant four 
or more times. In one case the operation was 
performed in the 19th pregnancy. It is fair to 
assume that in many of these cases little ‘or no 
difficulty would have been met with in dilating 
the cervical canal. 

The frequency with which one meets with a 
rigid and undilatable cervix complicating placenta 
previa depends, to a great extent, upon the ob- 
stetric experience of the individual operator. 

Placenta previa centralis is considered 3 to 8 
times more dangerous than the other varieties 
when deliverd by obstetric methods, and few of the 
infants will-be saved. For this reason it is recog- 
nized as one of the indications for abdominal 
Cesarean section. The danger to the mother by 
surgical delivery is little if any greater in central 
than in partial or marginal varieties. 

The conditions the author has recognized as 
indicating abdominal Cesarean section will occur 
in about 5 per cent of all the cases of placenta 
previa. If one case of the complication be met 
with in every 1,000 pregnancies, the indications 
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to perform abdominal Czsarean section for pla- 
centa previa will occur once in 20,000 cases of 
pregnancy. 

When we consider that the Porro operations 
were reserved, as a rule, for the cases presenting 
the most serious complications, the result is ex- 
tremely gratifying, and we are forced to admit that 
in some cases it offers distinct advantages over the 
classical Czesarean section. Removal of the uterus 
eliminates the danger of post-partum hemorrhage 
and, to a great extent, that of infection. The first 
6 Porro operations were successful; the 7th died 
from sepsis; the 8th recovered — a maternal mor- 
tality of 84 per cent. As already pointed out, 
attempts at preliminary obstetric treatment per 
vaginam add greatly to the dangers of the classi- 
cal Cesarean section and furnish the indications 
for substituting the Porro operation. Invasion 
of the cervical canal, whether by gauze tamponade, 
hydrostatic dilators, efforts at instrumental or 
manual dilatation, removes the case from the 
classical Cesarean to the Porro operation. 

In considering the advisability of abdominal 
Cesarean section for placenta praevia it is under- 
stood that the operator can command all the re- 
quisites for successful work. He should be an 
experienced abdominal surgeon and he should be 
provided with skilled assistants and nurses. If 
possible, the patient should be removed to a well 
equipped hospital. If these conditions can not be 
secured, it is better to eliminate from considera- 


tion the surgical methods of delivery and employ 
obstetric methods only. 


(d) THE ADVISABILITY OF CESAREAN SECTION IN 
THE TREATMENT OF COMPLETE PLACENTA PRAVIA 

Dr. FRANKLIN S. NEWELL, of Boston, read a 
paper on this subject, which appears in this 
issue. (See page 466.) 


(¢) CESAREAN SECTION IN CASE OF 
PR-EVIA 
Dr. EGpert H. GRAnpIn, of New York. 
p. 528.) 


PLACENTA 
(See 


(/) STERILIZATION IN CESAREAN, SECTION 

Dr. JOHN OsBoRNE PoLak, of Brooklyn, N. 
Y., feels that the obstetric surgeon should sterilize 
a woman who is subjected to a Cwsarean section, 
for the reason that, first, she requests the pro- 
cedure; second, after the second section in the 
presence of the absolute indication, if the proper 
consent can be obtained; third, if the pathologic 
conditions present necessitate extirpation of the 
uterus in the interests of the patient’s life and 
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health, sterilization may be done, if necessary, 
without consent. 

In elective and uncomplicated hysterotomies, 
excision of the proximal ends of the Fallopian 
tubes at their origin in the uterus and occlusion 
of the severed end by flattening it out and sutur- 
ing it to the peritoneum on the posterior fundal 
wall is the operation of choice. When infection, 
disease, or atony, with uncontrollable hemorrhage 
of the uterus is present, hysterectomy or the Porro 
operation should be elected to secure to the patient 
immunity from future conception and gestation. 
Finally, whenever possible, one or both ovaries 
should be retained in order that an operative 
menopause may be averted. 


(g) THE JUSTIFIABILITY OF STERILIZING A 
WOMAN AFTER CSAREAN SECTION, WITH A 
VIEW TO PREVENTING SUBSEQUENT PREGNANCIES 


Dr. CHARLES M. GREEN, of Boston, said that 
it is ethically and morally unjustifiable to sterilize 
a woman in performing Cesarean section, even 
if she and her husband request it. The burden 
of proof to the contrary rests with those who ad- 
vocate it. Opportunity may properly be taken, 
in performing Cesarean section, to remove path- 
ological organs; and the result may be that the 
woman can never again become pregnant, as in 
bilateral salpingo-oophorectomy, or in hysterec- 
tomy for neoplasms. But in the presence of dis- 
ease requiring total ablation of the pelvic gener- 
ative organs, pregnancy could not again occur 
were the organs not removed. If the indication 
for Cesarean section is absolute, and husband 
and wife are so informed, they may abstain from 
subsequent pregnancies. If the indication is 
relative, and the disproportion. of minor degree, 
the woman subsequently may be safely delivered 
of living children; she may deliver herself. In 
either case, experience teaches that repeated 
section may be performed as safely as the primary 
operation. A husband and wife may not ethically 
ask that either be sterilized with a view to pre- 
venting pregnancy and avoiding repeated section. 
If such a request is made and acceded to, not only 
is the operation morally wrong, but, in the event 
of a second marriage, may be bitterly regretted. 
He furnished statistics in support of these opinions. 


DISCUSSION 
Dr. ALBERT F. A. Kino, of Washington, D. C., 
said there are a great many cases of placenta 
preevia which occur all over this country for which 
the greatest surgical skill cannot be obtained, and 
hence the question arises, What is the best treat- 
ment to pursue in these cases? As remarked by 
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Dr. Fry, we have got to fall back on obstetric 
treatment. In discussing these cases of obstetrics, 
it is very essential to divide them into two classes, 
the treatment of those in hospitals with surgical aid, 
and the treatment of those in the homes of women 
without surgical aid. Obstetrics in the home 
without proper surgical aid is entirely different 
from obstetrics practiced in hospitals with surgical 
aid. 

Mr. HERBERT P. SPENCER, of London, Eng- 
land, stated that nineteen years ago he wrote a 
paper on the “Diagnosis of Placenta Previa by 
Abdominal Palpation.” At about this time 
Lawson Tait made a statement with regard to 
high mortality from obstetric methods of treat- 
ment, and suggested abdominal Czsarean section 
in cases of placenta previa, which was received 
with great ridicule everywhere by obstetricians 
in Great Britain. Tait acknowledged that he 
had not done much obstetric work for many, 
many years. The speaker looked the subject 
up in connection with the University College 
Hospital, in which they have a large maternity 
under his charge, the number of cases of confine- 
ment amounting to 2,500 to 3,000 cases a year, 
and he found at that time that the mortality of 
women treated in their own homes and_ those 


treated at the hospital aseptically under the care 
of his predecessor, John Williams, and the slight 
experience of the speaker after him, was about 


six per cent. Lawson Tait said the mortality 
under obstetric methods of treatment was 4o or 
50 per cent. 

The speaker has had practically no experience 
with abdominal Cwsarean section or with vaginal 
Cesarean section in the treatment of placenta 
previa. His:own method of treatment has been 
usually Braxton-Hicks version, and leaving the 
case to nature, and usually the child is delivered 
without any further hemorrhage in the course, 
on an average, of three hours, but this results in 
a high foetal mortality. We must consider whether 
we are going to take into account the mother, or 
the child, or both. While that treatment 
the mother, in the great majority of cases now- 
adays, the foetal mortality is pretty high. 

In spite of his having had no experience with 
abdominal Cesarean section in the class of cases 
under discussion, he agrees with one of the speakers 
that in a certain proportion of cases, say five per 
cent, there is no doubt abdominal Czsarean 
section should be resorted to. 

PROFESSOR HorMEt!eR, of Wurzburg, Germany, 
has been interested in the treatment of placenta 
previa by abdominal Cesarean section. This 
operation has found a number of supporters in 
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Germany. In the speaker’s opinion, however, 
abdominal Cesarean section in the treatment of 
placenta previa is limited to a small number of 
cases, for the reason that it is practically impossible 
for the general practitioner to follow out this 
method of treatment. The old method of com- 
bined version and slow extraction, which was 
generally Accepted in Germany twenty-five years 
ago, and the treatment by means of metreurynters 
in cases of large and strong children, have given 
good results, and in spite of the results obtained 
by abdominal Cesarean section as a method of 
treatment of placenta praevia, combined version 
and slow extraction is still considered a useful 
method of practice. 

Dr. CHARLES M. GREEN, of Boston, placed 
himself on record as being in accord with Dr. Fry 
and others, who take the position that Caesarean 
section must have a limited application in the 
treatment of placenta previa. 

Dr. A. LaprHorn Situ, of Montreal, said 
it is his earnest conviction at present that the 
mortality following abdominal Czserean section 
in the hands of experts in this country is almost 
nil. This operation is preferable to accouchement 
forcé, which in the hands of the general practitioner 
and some experts has quite a high mortality. When 
it comes to the question of whether Czsarean 
section in the hands of the general practitioner 
is logical or not, it is not. It is only a safe oper- 
ation when done by an expert. 

Dr. PHILANDER A. Harris, of Paterson, N. J., 
said it is hardly in accord with his experience when 
one of the speakers mentions the extreme dangers 
of dilating the cervix with the hand. He has not 
done much obstetric work in the last few years, 
but in forty-odd cases which he attended before 
that time, labor was not attended with great diff- 
culty, and in many of them he had no trouble in 
dilating the cervices with his hands. He lost only 
one out of forty by employing this method of dila- 
tation. 

Dr. Wittiam S. Stone, of New York, said 
that one of the impressions gained from this dis- 
cussion and others is an exaggerated idea of the 
frequency of placenta’ praevia. The statistics 
presented by Dr. Fry are particularly truthful. 
Personally, he never performs either of these 
surgical procedures, vaginal or abdominal Cwsar- 
ean section, for placenta praevia. On one occasion, 
however, in a case of severe hemorrhage, where 
the placenta was normally implanted, he did a 
Duhrssen operation. He had no idea of doing it 
until he found hemorrhage was great and the 
indication was to empty the uterus just as rapidly 
as possible, and it occurred to him at that time he 
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could resort to the Duhrssen operation and de- 
liver the woman quickly, which he did with success. 

Judging from the literature and discussions he 
had read on this subject, his own general impres- 
sion is that it is wrong to approach any of these 
cases with a definite or distinct idea that we are 
going to do either the abdominal or the Duhrssen 
operation; that in a certain small percentage 
of cases it will occur to the obstetrician suddenly 
that the woman must be delivered rapidly, and 
perhaps the Duhrssen or abdominal operation 
will be the one selected. But the absolute indi- 
cations for either operation are comparatively rare. 

Dr. REUBEN PETERSON, of Ann Arbor, Mich- 
igan, said we must look at these cases from the 
standpoint of the expert, and from the point of view 
of the general practitioner. It is the consensus 
of opinion of the authors of the various papers 
read that Cesarean section is very infrequently 
indicated in placenta praevia where we can usually 
dilate the cervix easily. If Cisarean section is 
generally promulgated as an operation for this 
complication of pregnancy, the mortality in the 
hands of the general practitioner would be enor- 
mous, and this should always be borne in mind. 
A safe procedure for the general practitioner is 
to resort to the Braxton-Hicks method, or use the 
bag. Only a very small number of the cases he 
had seen presented indications for abdominal 
Cesarean section. He has had some experience 


with vaginal Cisarean section, and it is totally 


unindicated in this class of cases. 

Dr. GEORGE GELLHORN, of St. Louis, said 
that Dr. Fry has clearly shown that in only about 
five per cent of the cases is Cwsarean section 
indicated in placenta previa. He wonders if 
this percentage cannot be still further reduced if 
the Barnes bag, so widely used, is discarded, and 
instead the Champetier de Ribes or the Pomeroy 
bag used more generally, as he thinks a number 
of cases would be successfully delivered which 
heretofore have met with failure. 

As to Cesarean section, it is not only necessary 
to consider its mortality, but its morbidity, and in 
placenta previa this operation has certainly un- 
toward complications or after-effects that should be 
emphasized, such as post-operative adhesions, 
ventrofixations, sepsis, etc. If the indications 
for Cesarean section in placenta previa are ex- 
tended, the number of such complications later 
on would materially increase. It is obviously our 
duty not merely to deliver a woman of the child, 
but to leave her in an excellent, condition, and he 
feels we cannot fulfill our duty by performing 
such an operation, and subjecting her to the 
possibility of such complications. 
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Dr. E. W. Cusutnc, of Boston, does not think 
Dr. Green or even the Boston Lying-In Hospital 
has a right to determine whether a woman shall 
be sterilized or not. If she has been malformed 
by nature and cannot be delivered of a child or 
children without repeated surgical operations 
which involve the risk of life, and she desires to 
avoid that subsequent risk by having a sterilizing 
operation done, he thinks she has a right to do so. 

Dr. Henry D. Fry, of Washington, said it is 
his rule to explain the situation to the woman and 
her husband and allow them to decide whether 
or not she shall be sterilized. He does not believe 
we can make a dividing line, on account of the 
social position of the woman, and say we can ster- 
ilize those of the lower class and not those of high 
social position. If such a stand were taken, 
women of humble position, who have given birth 
to children who have subsequently become great 
men, would be sterilized. 

ProressoR HOFMEIER said that he has_per- 
formed sterilization not only with the consent of 
the woman and her husband, but at their urgent 
request. He does not think it is possible for 
women to abstain from sexual intercourse and 
subsequent pregnancy, as indicated by Dr. Green. 

Dr. CHARLES JEWETT, of Brooklyn, stated that 
he performed Cesarean section two months ago 
on a woman upon whom he did the same operation 
two years ago, and at the request of both the hus- 
band and wife he felt justified in doing an oper- 
ation of this character. He resected the tubes 
from the cornu of the uterus, then simply caught 
the ends of the tubes down upon the suture line. 

Mr. HERBERT P. SPENCER, of London, does 
not consider we are justified in saying, in the 
absence of pathological conditions, such as fibroid 
tumors, cancer or infection, that a woman shall 
not have any more children. From a_ purely 
ethical standpoint, he cannot see any difference 
between consenting to operate on a woman and 
preventing her from having children by this ster- 
ilizing operation, and committing an abortion on 
her because she asks it. The so-called sterilizing 
operation is not always reliable. A case in point: 
A distinguished abdominal surgeon in England 
supposedly sterilized a woman, but subsequently, 
much to her annoyance and mortification, she 
again became pregnant, and he delivered her of a 
child. Subsequently he delivered this woman 
for the seventh time after so-called sterilization. 

Dr. J. Montcomery Ba.py, of Philadelphia, 
said that nature has so arranged matters that some 
women, apparently healthy, will not bear children. 
Pathological processes set in which render them 
incapable of bearing children. A woman is not in 
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this world to be a beast of burden, although she 
has reproductive duties to perform, and there 
comes a time when, after she has performed those 
to the best of her ability, nature has so deformed 
her, perhaps maimed her, that she no longer can 
be delivered of a child without a surgical operation, 
and for the sake of her health, comfort, and happi- 
ness, she is the best arbiter as to whether steriliza- 
tion shall be done or not. His sympathies go out 
largely to women in this respect. They have a 
right to an exceedingly serious say in regard to 
many of these operations. If a woman, guided 
by the conscientious judgment of the physician, 
decides to be sterilized, we have a right to sterilize 
her and prevent reproduction in the future in this 
individual case, but this does not mean that this 
operation should be done on every woman who 
requests it. 

Dr. ANDREW F. Currier, of New York, placed 
himself on the side of those who believe that it is 
an injustice to a woman, aside from any desire 
she might have for children, to subject her re- 
peatedly to an operation which risks her life. The 
desire for offspring is a natural and proper one in 
most cases. The mere physical conditions alone 
which result, or are likely to result, should be a 
strong argument and should influence us very 
materially in regard to the question of future 
pregnancy. 

Dr. SETH C. Gorpon, of Portland, Maine, 
claims that a woman has a right to say whether 
she shall be sterilized or not. Where she is sub- 
jected repeatedly to an operation which we know 
to be dangerous to life, in order to be delivered of 
a child, she certainly has a right to say whether 
or not sterilization shall be performed. 

Dr. C. C. FREDERICK, of Buffalo, has sterilized 
women at their request and that of their husbands 
in cases where Cesarean section had been done 
for the absolute indication, with narrowing of the 
pelvis to a degree that it was absolutely impossible 
to deliver a viable child through the pelvic 
canal. 

Dr. ALBERT F. A. KING said that self-preser- 
vation is the first law of nature, and preservation 
of the species is the second law. He agrees with 
those who have expressed the opinion that women 
and their husbands have a right to decide the 
question of sterilization. 

Dr. J. WESLEY BovEr, of Washington, con- 
curred in the view that the husband and wife 
should decide whether the woman is to become 
pregnant or be sterilized, but the surgeon has not 
the right to act as he chooses to produce sterility. 
The surgeon has no right to remove a woman’s 
possibility of future pregnancy except for grave 
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pathological lesions in the 
themselves. 

Dr. GEORGE GELLHORN, of St. Louis, said 
there is a simple way of sterilizing the man by 
doing a vasectomy instead of sterilizing the wo- 
man. Vasectomy could be done in a minute or 
so under local anesthesia, and it does not leave a 
scar. There were able-bodied men present, and 
yet how many would be willing to have vasectomy 
done on them? He thinks we should be more 
charitable and not do unto others what we do not 
want done unto ourselves. 

Dr. WILLIs E. Forp, of Utica, N. Y., said he 
hoped the Society would not go,on record in favor 
of the sterilization of women, for if it opened the 
door, it might be opened still wider for other oper- 
ations which ought not to be done. 

The subject was further discussed by Drs. 
Egbert H. Grandin, Philander A. Harris, and 
the discussion closed by the various essayists. 


organs of generation 


WHAT SHALL WE TEACH THE GENERAL PRACTITION- 

ER CONCERNING THE TREATMENT OF ABORTION ? 

Dr. FREDERICK J. Taussic, of St. Louis, read 
this paper, which appears in this issue. (See 
page 514.) 

DISCUSSION 

Dr. JosepH TABER JOHNSON, of Washington, 
D. C., agrees with the author, and said that as 
gynecologists and obstetricians we have much to 
do with the effects of badly managed cases of 
abortion. It is just as true in Washington as in 
St. Louis, that the dispensary and charity hospital 
class of patients, who come to us for diagnosis and 
treatment, tell us they attribute their present ill- 
health to their last abortion, and by questioning 
these patients we find their case was badly man- 
aged, in the great majority of instances. It would 
be a good thing if this Society could formulate 
some method of treatment for these cases. 

As to whether the curette or the finger should be 
used to scoop out of the uterus the remains of an 
abortion, he agrees again with the essayist that in 
the first six weeks, when the neck of the uterus is 
dilated only a little, it would be doing violence to 
the parts to attempt to dilate to such an extent as 
to permit the index finger to pass into the uterus 
and scoop out what remains there. On account 
of the great damage done by the curette, he 
advocates in the series of cases which he has 
detailed, after the sixth week, the seventh and 
eighth weeks, that the woman be anesthetized 
and the finger introduced into the uterus instead 
of the curette, and the remnants of the afterbirth 
or membrane removed. The finger is a much 
more intelligent instrument than the curette. 
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Dr. WititAmM H. WatuHeEN, of Louisville, said 
the placenta should always be removed immi- 
diately after the delivery of the child, because 
delay in this regard is dangerous, and one never 
knows when danger is going to come. Speaking 
of perforation of the uterus with a curette, not 
only do practitioners perforate this organ, but they 
never know when they use the curette whether 
they have removed all the secundines or not. In 
his judgment, we should never under any circum- 
stances use the curette to remove retained secun- 
dines, expect it be in exceptional cases, but rely 
on the educated finger. 

Dr. THomas J. Watkins, of Chicago, said 
he not only follows out the old treatment of the 
vaginal pack in cases where the uterus cannot be 
emptied without a great deal of traumatism, but 
packs the uterine cavity. This should be done 
in all cases where the uterus cannot be emptied 
without considerable traumatism, and especially 
where the cervix is not well dilated. This treat- 
ment can be extended even to the cases of infection. 
We sometimes have a woman sent to the hospital 
with a temperature of 104-5°, a criminal abortion, 
she being possibly two or three months’ pregnant, 
with undiluted cervix, and we no longer think it 
is necessary to empty the uterus at once, but it is 
much better for the patient to pack the uterine 
cavity as full as we can in the form of a vaginal 
pack. When this is done, the next morning the 
temperature is generally normal. During the day 
she may expel the gauze from the uterus, and 
usually expels the foetus and membranes with it. 
This is left in forty-eight hours, as a rule, at the 
end of which time it either expels itself or it can be 
removed with very little traumatism or shock to 
the patient. 

Dr. Matcom MacLean, of New York, wanted 
to speak for himself, and possibly a few others, on 
one phase of this subject. Dr. Wathen had re- 
ferred to those practitioners who are not able to 
dilate the uterus and empty it by the finger. He 
is one of those. He can dilate the uterus, but 
cannot empty the horns of the uterus, and feel sure 
that he has removed all debris from this organ. 
He wanted to know how a man’s finger has be- 
come so elongated and prehensile that he can 
reach the corners of the uterus and safely feel that 
he has removed all detritus. There are undoubt- 
edly men, such as Dr. Wathen, who can do this. 
He cannot. He believes the mistake is made very 
frequently by good operators, who think they have 
emptied the uterus by the finger, and nature comes 
to their salvation and empties the uterus after- 
wards of pieces of afterbirth, which otherwise 
might give trouble. 
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Dr. EUGENE C. GEHRUNG, of St. Louis, said that 
if we wait three or four hours after the expulsion of 
the ovum, we will have very great difficulty in in- 
serting the finger, while if it is done immediately 
it can be effected with great ease. Dr. MacLean 
tells us that the finger is too short to reach the 
fundus of the uterus. He agrees with him that 
this may happen in some cases, but when the 
finger is inserted well, if we take care to put the 
other hand on the fundus of the uterus and press 
the area over the finger, the little spaces can be 
cleaned out. That has been his practice, and he 
has succeeded in removing any retained pieces of 
placenta. 

Dr. JosepH E. JANvRIN, of New York, was 
very much pleased with what Dr. Watkins said 
in regard to the propriety and the effectiveness 
of passing a small wad of gauze up into the cervix 
and tamponing the vagina thoroughly to excite 
contractile pains. That has been his method of 
treatment for a great many years. 

Dr. Taussic (closing) said that he presented 
this paper not as a subject for discussion by the 
Fellows as regards their own technic, but with 
regard to the technic that we would advise the 
general practitioner to use, and he thinks in that 
respect we must be very clear and definite in our 
instructions. The tampon, the curette, the finger, 
each should be used in certain instances, and we 
should impress upon the general practitioner 
the exact indications for each of these methods. 


LATERO-LATERAL ANASTOMOSES OF ILEUM AND 
SIGMOID FLEXURES FOR CHRONIC MUCOUS 
COLITIS 


Dr. GEORGE N. NoBLe, of Atlanta, presented 
a preliminary report on 27 cases in which he had 
resorted to this operation. Among other things, 
he said that the results show cures in the majority 
of cases, considerable improvement in others, 
and little improvement in a small percentage of 
them. Mucous discharges were cured in the 
first series of older cases, and decreased in those 
recently operated on. Colic and soreness of 
abdomen have been relieved or cured in almost 
all cases. Headaches from intestinal toxemia 
have also been relieved and the general health of 
the patients improved to a greater or less extent. 
The operation does not cure constipation in all 
cases, but in face of this fact patients with con- 
stipation report either cures or improvement in 
the mucous colitis. 

The author pointed out the principles involved ; 
discussed the effect of sulphoethers in the urine, 
and gave a short history of the surgical treatment 
of chronic colitis. 
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In addition to this operation, it is very essential 
to correct complicating lesions which either lead 
to constipation or interfere with a free outdoor 
life. It is likewise very essential to regulate the 
diet in order to secure good results in all cases. 


DISCUSSION 

Dr. EcBert H. GRANDIN, of New York, said 
a simpler method sometimes answers for the cure 
of mucous colitis than anastomosis of the ileum 
and sigmoid flexure, and that is the removal of 
the appendix. Since it has become his custom 
to take the appendix out, as a routine measure, 
whenever in the course of an abdominal section 
for other lesions the condition of the patient allows 
the extra few minutes, he has noticed frequently 
that mucous colitis has disappeared. He has 
done this empirically with the full consent of the 
patients, with a knowledge that the operation was 
empirical, and he has deliberately taken out the 
appendix for the cure of mucous colitis in one 
case, the patient having been an invalid from that 
trouble twelve years before he removed the ap- 
pendix. The appendix was post-cecal, and slightly 
adherent, but not an appendix requiring an oper- 
ation for appendicitis. 

Dr. Lewis S. McMurtry, of Louisville, said 
that since a large number of men have been in 
the Philippines and contracted ameebic dysentery, 
this subject has received more consideration and 


has developed the rather surprising fact that as 
far north as Cincinnati ameebic dysentery is indig- 


enous. He has had the opportunity to give some 
attention to this subject, and he has been sur- 
prised at the number of cases of amoebic ulceration 
of the colon that have been discovered in people 
who have never been out of this country, nor even 
in any tropical climate. They have been treated 
for years in various ways, but they would not 
come under the class of cases discussed by Dr. 
Noble with a view to surgical treatment in the 
manner he has indicated. By position, inverting 
the patient, and using an instrument which will 
allow the colon to be examined and illuminated a 
good distance, the characteristic ulceration of 
this form of lesion of the intestine will be dis- 
covered, and it is almost incurable by enemata 
and by systemic treatment. It goes on for years 
with a diarrhoea, with wasting of the patient, and 
there has been no operation that has been more 
useful in the treatment of this class of diseases 
than that of appendicostomy. He has seen in 
the hands of his colleagues half a dozen of these 
cases that have been treated by this operation in 
the last year. The scrapings from these ulcers, 
when examined, have been found to be literally 


AMERICAN GYNECOLOGICAL 


SOCIETY 541 
alive with amoebe. He would suggest this as one 
of the possibilities in all the cases that have been 
described by the essayist, and further suggested 
that in these cases the parts should be illuminated 
carefully and examined before resorting to the 
operation that has been described. 

Dr. FRANKLIN H. Martin, of Chicago, said 
that if the author had read all of his paper, un- 
doubtedly there would be observed a similarity 
between the operation described and the one 
suggested by Arbuthnot Lane, namely, the re- 
moval of the colon for the treatment of constipation. 
This operation provided a remedy for that part 
of the colon which is dead, leaving a portion of the 
colon unused by the Arbuthnot Lane operation. 
He would be glad to hear what the essayist has 
to say in reference to the Lane operation in his 
closing remarks. 

Dr. J. RiwpLe Gorre, of New York, said, 
with reference to the presence of amoebic dysentery 
below the Ohio River as having been discovered in 
the last few years, he has heard this explanation, 
that it has been brought back by our soldiers from 
the Philippines, and may have become indigenous 
at the present time from that cause. 

Dr. Nose, in closing, said he purposely 
avoided saying anything about amoebic dysentery 
and similar conditions from the fact that the treat- 
ment of them is so well known, and that so many 
aperations have been done for their relief. 

As to the remarks of Dr. Martin in regard to 
removing the colon, such a radical operation would 
hardly be justifiable in mucous colitis. Such an 
operation belongs to another disease. Removal of 
the colon is too severe a remedy for mucous colitis. 


OPERATIVE TREATMENT OF EXTENSIVE CASES OF 
UTERINE PROLAPSE AND CYSTOCELE 

Dr. THomas J. WarKins, of Chicago, read a 

paper on this subject, which appears in this issue. 
(See page 471.) . 


SUPRAPUBIC OPERATION UPON THE PELVIC FLOOR 
FOR PROCIDENTIA UTERI 


Dr. WittiAM M. Po ik, of New York, dis- 
cussed the variety of herniz, and the changes in 
outline of the pelvic floor as viewed from above. 
He pointed out the structures concerned in this 
field, as well as the variation from the normal 
induced in these structures by procidentia, their 
restoration, etc. He first described the suprapubic 
operation (a) upon the vagina, approximation of 
anterolateral columns of the upper two-thirds, 
after separation of the bladder; (+) approximation 
of pelvic fascia and peritoneum in uterosacral 
space and fixation of senile uterus in anteversion ; 
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(c) simultaneous shortening of uterocasral liga- 
ment and basic line of broad ligament by approx- 
imation of attachments to the uterus. 

The second operation he described was the 
infrapubic, the usual operation upon the perineum. 


THE CHOICE OF TIME OF OPERATION FOR PELVIC 


INFLAMMATION OF TUBAL ORIGIN 
Dr. F. F. Smupson, of Pittsburg, read a paper 
with this title, which will be published in this journal. 


DISCUSSION 


Dr. HERMAN J. Botpt, of New York, said the 
essayist has called attention to a very valuable 
subject, namely, as to the possibility of infected 
tubes regaining their normal or seemingly sufficient- 
ly normal condition to be useful. Furthermore, 
as to the desirability of operating during the acute 
attack. The last question can nearly in all in- 
stances be answered in the negative. So far as 
his personal observation is concerned, it is danger- 
ous to operate during an acute suppurative salpin- 
gitis, as in 99 cases out of a hundred it is possible 
for us to wait until the acuteness of the attack has 
passed. As to how long that takes is a question; 
it will depend entirely on the condition of the 
patient. We may operate in the interval, if there 
is sufficient indication for operation. He believes, 
that in most instances where women have gon- 
orrheal infection, the regaining of normal function 
of the organs of the pelvis is not to be expected, 
but occasionally they do regain their normal 
function. Clinical observation has proven such 
to be the case. Whenever the Fallopian tubes 
are distended with pus to such an extent that we 
can readily palpate them through the cul-de-sac 
of Douglas, we have no business to wait, but open 
these tubes and evacuate the pus. It is unneces- 
sary to do a radical operation in such cases. 

Dr. J. WesLEY BoveE said he would not be 
so conservative as the essayist to wait three weeks 
without a single rise of temperature during that 
time, before operating. His experience with such 
appendages has been that they have not returned 
to normal; that rarely do they get into a condition 
for functionating, and that in most cases in which 
vaginal incision has been done for the emptying 
of pus, the appendages and tubes require removal 
subsequently, and with them the uterus in some 
cases. 

A METHOD OF OBTAINING MORE RELIABLE KNOWL- 
EDGE OF THE EXACT AREAS OF PAIN COM- 
PLAINED OF BY PATIENTS AFFLICTED WITH 
VISCERAL DISEASE 
Dr. PHILANDER A. Harris, of Paterson, New 

Jersey, said that when a patient complains of 


pain she is at one asked by the nurse to indicate 
the exact area of pain, and also to point to the 
center or point of most severe pain. The nurse 
then marks the outer boundaries, as well as the 
center or centers of pain complained of, employ- 
ing therefor a definite code. All markings are 
maintained on the body until they are transferred 
to the history book or sheets. The nurse in 
entering upon her notes descriptions of pains, thus 
avoids the necessity’ of reference to anatomical 
regions. He gave a description of the marking 
code. He presented a copy of the standing in- 
structions to nurses for the prosecution of this 
work, and showed photographs from life of patients 
thus marked. He demonstrated upon rude draw- 
ings some of the more important items relating 
to this work. 


FURTHER REASONS FOR EXAMINING AND REMOVING 

THE APPENDIX BEFORE CLOSING THE ABDOMEN 

Dr. A. LApPTHORN SmitH, of Montreal, read 

a paper on this subject, which appears in this 
journal. (See page~498.) 


DISCUSSION 

Dr. ANDREW F. CurRIER, New York, said 
that with a portion of the argument of the reader 
of the paper all would agree, that is, that inasmuch 
as the appendix is such a vicious organ, it is well 
to look at it and see what the trouble is. Sup- 
posing Dr. Smith had found a small appendix, 
without any appearance of disease, would there 
be justification for taking it out? It is rather a 
weak argument to conclude that because a patient 
complains of trouble in that region, it must of 
necessity follow that the appendix is at fault. 
He thinks the principle laid down long ago, that 
the function of the surgeon is to remove diseased 
tissue or organs that are diseased is perfectly 
sound and safe, and the more we vary from that 
fundamental principle, the more likely are we to 
do harm. An operation for appendicitis is not 
absolutely free from danger. There are many 
cases in which hemorrhage has resulted and death 
followed. ‘Therefore, we should remove nothing 
but disease, but that which is not diseased we 
should leave. 

Dr. REUBEN PETERSON, of Ann Arbor, Mich- 
igan, said that some years ago he gave the results 
of the removal of some two hundred appendices 
when the abdomen was opened for the removal of 
other pathological conditions. He showed that 
fifty per cent of the appendices were microscop- 
ically diseased, and presented a detailed report 
of his findings of that time. which would be found 
in a volume of the Transactions. At the time 
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many members took exception to his conclusions 
that the appendix should be removed at the time of 
an abdominal operation unless there were contra- 
indications to it; consequently he determined 
that he would only remove the appendix when it 
was macroscopically diseased in the same number 
of operations, if possible, to prove whether his 
conclusions were correct or not. Since that time 
he has only removed the appendix when it was 
macroscopically diseased, and his prediction has 
not been fulfilled, in that he has not had a case 
that has given him any trouble, where he has ex- 
amined the appendix and has not found it macro- 
scopically diseased and has left it within the abdo- 
men. His position at the present time is that the 
appendix is always looked at in every abdominal 
operation, and if it is diseased macroscopically to 
such an extent that it seems safe it should be re- 
moved, it is always removed. If, however, it is 
apparently normal, it is left. We can never ex- 
clude the possibility of the added danger in the 
removal of the appendix, and inasmuch as he is 
convinced that the danger is very slight from leav- 
ing in a macroscopically apparently sound appen- 
dix, he has withdrawn his position he took at that 
time, which was a more or less preliminary study, 
and now he does not remove the appendix unless 
it is macroscopically diseased. 

Dr. I. S. StoNE, of Washington, D. C., said 
he has had the misfortune of diagnosing salpingitis 
as the cause of the trouble, but at the operation 
has found very little evidence of disease there. 
The appendix did not explain the cause of the 
trouble, and after investigating the region of the 
gall-bladder, the trouble might be found there, 
and has been found there in some instances, par- 
ticularly in very large clinics in this country. 
We may have the symptoms of one disease, but 
that does not satisfy us altogether. We look else- 
where, and we find more trouble than we expected. 

Dr. J. MontcoMery BALpy, of Philadelphia, 
said he was one of Dr. Peterson’s critics at the 
time he presented his paper years ago. He rarely 
ever opens the abdomen without examining the 
appendix, and rarely does he find anything the 
matter with it, that is, an infective disease coming 
from the interior of the appendix. If Dr. Peterson 
will follow out his observations in regard to the 
question of appendicitis, and only remove those 
that are macroscopically diseased, he will rarely 
find occasion to operate on them. 

Dr. JosepH TABER JOHNSON, Washington, 
has advocated for a long time the theory of letting 
a perfectly healthy appendix alone. He could 
never see any rule or ethical right to remove a 
woman’s appendix when it was healthy, when 
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engaged to do absolutely another operation. It 
does not seem to him as if it were ethical or honor- 
able to do this. 

Dr. J. Westey Bovér, Washington, said that 
until we could decide the question of whether the 
appendix is diseased or not from its macroscopic 
appearance, he did not think we could settle the 
other question whether to remove it or not. We 
get patients in whom we have localized symptoms, 
and it is decided that it is appendicitis of the 
chronic or recurrent type, for which we operate, 
and we have been surprised to find that the appen- 
dix is perfectly normal. He mentioned the case 
of a girl, seventeen years of age, who had been in 
the hands of general practitioners. She had three 
attacks of what was called appendicitis. He 
operated on her, and removed what he thought 
was a healthy appendix. The appendix was ex- 
amined by a pathologist of the hospital, who pro- 
nounced it one of the most typical cases of chronic 
appendicitis he had ever seen, yet the organ was 
perfectly normal in appearance. 

TUMORS COMPLICATING PREGNANCY, 
LABOR, AND THE PUERPERIUM 


Mr. HERBERT R. SPENCER, of London, Eng- 
land, read a paper on this subject. (See p. 461.) 


OVARIAN 


TWISTED PEDICLE COMPLI- 
PREGNANCY 


OVARIAN TUMOR WITH 

CATING 

Dr. Epwarp P. Davis, Philadelphia, followed 
with a paper on this subject. (See p. 500.) 


DISCUSSION 

These two papers were discussed jointly. 

Dr. CHARLES M. GREEN, of Boston, said he 
recalled two cases occurring during pregnancy. 
One of the women was four month's pregnant. 
A diagnosis of a very large cyst was made in that 
case, the tumor removed, the woman went on to 
term, and was delivered safely. A second case 
occurred recently, in which the diagnosis of preg- 
nancy was not made except by the history. The 
tumor was a large one. The abdomen was opened, 
and the tumor found to be a multilocular cyst, 
very tense. A large trocar was used, and as the 
result a considerable amount of the contents was 
spilled in the abdominal cavity. This was wiped 
out, the uterus found to be seven months’ pregnant, 
and concealed behind a very large tumor. The 
pedicle was tied as far as possible from the uterus. 
The woman has made a pleasant convalescence, 
and she will undoubtedly be in labor in another 
fortnight. 

PROFESSOR HOFMEIER, of Wurzburg, Germany, 
agreed with all of the points mentioned by the 
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author of the paper. He has operated for the 
removal of tumors complicating pregnancy during 
pregnancy, labor, and the puerperium, in about 
thirty or forty cases. He thinks it is wise to oper- 
ate in every case during pregnancy. In the early 
stage of pregnancy the tendency to abortion is 
more or less marked, and it is better to operate at 
this time than later. He thinks abdominal section 
should always be resorted to, and not vaginal 
section, as has been proposed by so many. He 
has performed the operation during labor twice 
in cases of adherent tumor in a small pelvis, the 
operation being a success in one instance. The 
mother was delivered with forceps after abdominal 
section, and the other woman was delivered with- 
out great difficulty ten hours thereafter. 

Dr. Henry D. Fry, of Washington, D. C., said 
that these tumors seem to become twisted very 
often, complicating pregnancy. It seems to him 
the pedicle becomes twisted as a complication of 
pregnancy more about the fourth or fifth month, 
or in the puerperium, and his idea has been that 
it is due to the fundus of the uterus at that time 
being just about high enough for the tumor to rest 
upon it, and then any movements or contractions 
of the uterus or abdominal wall twist the pedicle of 
the tumor. In a case which the speaker has had 
it was about the fourth month that twisting of the 
pedicle occurred. There was a complicating 
appendicitis; the woman had most excruciating 
pains, and he did not know she had this ovarian 
tumor with twisted pedicle until he had made an 
incision for the appendectomy. 

Dr. Epwarp ReyNoLps, of Boston, recalled 
six cases of large tumors complicating gestation 
and has had a number of smaller ones. In three 
cases of advanced labor there has been a large 
ovarian cyst impacted in the pelvis. In two of 
three cases he was able to raise the tumor by taxis 
and deliver the woman by forceps. In both in- 
stances the tumor was removed later. In a third 
case the tumor resisted taxis; he opened the 
abdomen, raised the tumor by intra-abdominal 
taxis, removed it, and then, as the patient was in 
advanced labor, another operator applied forceps 
while he watched it from above, delivered and 
closed the abdomen. In two cases he has operated 
at term, once removing a twenty-eight pound 
ovarian tumor and a_twelve-pound child by 
Cesarean section. His experience has led him 
to believe that patients who are not so situated as 
to be carefully watched by a competent man 
would be better off if the cysts were operated on 
during pregnancy, as soon as possible; but when 
the patient is so situated that a competent obste- 
trician can watch her carefully, it is better to wait 


tumor. 
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for the supervention of symptoms during preg- 
nancy, and be ready to operate at the first urgent 
symptoms for the sake of avoiding any risk to the 
pregnancy. He believes that the operation of 
choice is the Cesarean section, and the removal 
of the tumor at or near term. 

Dr. MattHew D. MAnn, of Buffalo, reported 
the case of a woman with a large tumor, whom he 
saw in consultation. She was pretty well along 
in pregnancy, and he advised that an operation 
be performed at once, as she was uncomfortable 
on account of the size of the tumor. She refused 
operation, went through pregnancy and _ labor 
without any trouble, and had two subsequent 
pregnancies with the presence of this enormous 
She finally died after her last labor had 
been successfully accomplished. This case, he 
thinks, is a strong argument for the removal of 
large tumors complicating pregnancy. 

Dr. WILLIAM GARDNER, of Montreal, mentioned 
two cases of tumors complicating pregnancy that 
came under his observation many years ago. 
In one the tumor was removed without interrupt- 
ing pregnancy, and the woman was subsequently 
delivered at term. The second patient was de- 
livered in the eighth month successfully, after a 
large tumor had been removed. 

Dr. J. WesLey Bovér, of Washington, D. C., 
said that in considering the removal of ovarian 
tumors during pregnancy the size of the tumor 
has considerable to do with it. He has re- 
moved double pus tubes in the presence of a 
two months’ pregnancy, and the woman has gone 
on to full term and has been delivered safely 
afterward. The presence of double tumors is 
supposed to be a contributory cause of torsion of 
the pedicle. 

Dr. JosePpH E. JANvRIN, of New York, said 
he has had no special experience in these cases, 
although he has done ovariotomy to a large extent. 
The question has occurred to him whether we 
meet with twisting of the pedicle much more 
frequently in the cases complicated by pregnancy 
than we do in those which are not complicated 
by pregnancy. It strikes him that the presence 
of pregnancy would increase the symptoms of 
torsion of the pedicle and make it more apparent. 
Torsion of the pedicle in cases uncomplicated 
by pregnancy is not infrequent. He has seen 
fully ten or a dozen such cases in which there was 
no pregnancy, and in which there were no special 
symptoms of twisting of the pedicle. He believes 
the presence of the pregnancy increases the size 
of the uterus, pressing upon and possibly, as it 
expands, pushing the pedicle around and around, 
giving more decided evidence of that torsion. 
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EPHRAIM MCDOWELL, THE FATHER OF OVARIOTOMY 


This was the title of the President’s Address, 
delivered by Dr. J. RtippLE Gorre, of New York. 
(See p. 499.) 


The next order was a symposium on AN#s- 
THESIA. (See page 521.) 


THE NURSE AS AN-ESTHETIST 


Dr. J. MontGomery BA.py, of Philadelphia, 
said that a perfect solution of the problem of 
giving anesthetics would be a medical man of a 
high grade of intelligence, with a well-grounded 
medical and surgical education, an especial educa- 
tion in anesthetics, supplemented by a natural 
inclination in this direction as against any other. 
Are the attractions of anesthesia sufficient to 
overcome the disadvantages of the scientific 
narrowness and lack of opportunity for distinction 
and income to hold a sufficient number of men 
of this type, or even of great worth, in this field ? 
The answer seems apparent. Possibly the future 
may increase the number, but at present they are 
so scarce as to be readily counted. The great 
city of Philadelphia does not, to his knowledge, 
contain one. Personally, his dwn_ inclination, 
governed largely by the means at hand, and by 
past experience, lies in the direction of women as 
anesthetists, —in other words, trained nurses. 


The education of the trained nurse lies largely 
on medical and surgical lines, and she has, there- 
fore, unless we except the woman physician, a 
sounder basis than have other women on which 


to begin. Of this latter class, the woman physi- 
cian, he can readily see that some would and will. 
be available for the service, but in most instances, 
many of the most serious objections obtain in their 
case as do in the case of men physicians. 

To the nurse, anesthesia will prove a stepping- 
stone to something better than she had originally 
chosen, a higher and more dignified position, and 
will appeal in its own way to her ambition and 
and pride just as does the superintendency of a 
training school. The field will prove interesting, 
and his experience has shown him it will be the 
right kind of choice, stimulate her to an effort to 
improve and perfect herself and to an earnest 
study of the whole matter in hand. In this way 
will be eliminated the inattention to the anws- 
thetic with its attendant annoyances and dangers, 
there being no desire for or chance of an assistant- 
ship or future chief-ship. In this way may be 
secured a sure method of always having the an- 
esthetist on hand, as she lives in the institution 
and is ready for an emergency. 


AMERICAN GYNECOLOGICAL 


SOCIETY .: 


ADMINISTRATION OF ANESTHETICS 

Dr. HERMAN J. Botpt, of New York, said the 
competency of the anesthetizer is more important 
to the surgeon in many instances than the com- 
petency of his first assistant. 

As to the safest anesthetic, it has been demon- 
strated that of ether, chloroform, and the A. C. 
E. mixture, ether is the least dangerous to life. 
This was shown in an investigation of about 
386,000 anwsthesias collected by him for a paper 
in 1897. It would be misleading, however, to 
make this statement without modifications. Some 
patients do not take ether well. They fall into 
a condition that renders a continuance of its ad- 
ministration very hazardous, but they will tolerate 
chloroform with no untoward symptoms what- 
ever during the anesthesia. 

The belief that ether is more injurious to the 
kidneys than is chloroform does not coincide with 
the author’s experience. In nearly every instance 
of ether or chloroform narcosis, there has been 
subsequently transitory albuminuria of mild degree 
with renal elements in the urine. The casts were 
usually noted for periods of from three to fourteen 
days after the anesthetization. 

To assert that any one anesthetic is devoid of 
risk, or that any one method of administering an 
anesthetic is entirely free from danger, is to assert 
a fallacy. The author believes that nitrous oxide 
gas mixed with oxygen is the Safest ancesthetic 
of any at our command, and the time for which 
it may be administered is almost unlimited. 

Speaking of the legal aspects of administering 
anesthetics, Dr. Boldt said that in very many 
localities it is legally permissible to have a non 
medical person take charge of the administration of 
the anesthetic, and that, too, where the require- 
ments to practice medicine are as strict as in the 
state of New York. If the statute cannot be so 
amended that a non-medical person may ad- 
minister the answxthetic without the surgeon being 
held responsible, then a law should be passed 
which will compel all institutions where anesthet- 
ics are used, to employ a thoroughly qualified 
anesthetist, whose duty it shall be to be present 
and to give instruction at every ansthetization 
(for not less than 100 consecutive anwsthesias) 
to every interne who is assigned to such duty. 
This would mean extra expense to the hospitals; 
yet, in justice alike to the patient and to the surgeon 
there should be such a law. 


ANS.ETHETICS IN HOSPITALS AND PRIVATE PRACTICE 

Dr. JAMes T. GwatuHmey, of New York, said 
the administration of anesthetics as a specialty 
is recognized in only a few of the larger cities of 
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America to-day. So intense has been the interest 
in surgery that anesthetics have been used only 
as a means to an end, and this fully explains the 
attitude of the profession on this subject in Amer- 
ica at the present time. The advancement in 
anesthetics in England has been rapid. 

In the light of recent discoveries, no surgeon is 
justified in adopting some one anesthetic and 
method of administration exclusively. There 
are four general anesthetics in common use, and 
there are three methods of administration. These 
anwsthetics and methods were mentioned. Nitrous 
oxide gas and oxygen is the only non-poisonous 
anesthetic available to-day. Unfortunately, it is 
considered by men of large experience adapted to 
only about thirty per cent of the surgical cases 
that come to us; namely, weak, anemic men and 
middle-aged women. These patients should have 
the benefit of this anaesthetic whenever possible. 
Nitrous oxide gas and oxygen, supplemented by 
ether, can be used in at least 60 per cent of all 
cases. Nitrous oxide gas and oxygen can, and 
should, be used as a preliminary to ether in at 
least 80 per cent of, the surgical cases. Oxygen 
administered with warm chloroform, either by 
the closed or open method, doubles its value as 
regards life, and given in this way it is as safe as 
ether and air. Ethyl chloride is used principally 
as a preliminary anesthetic or for very short 
operations, and while not as safe, generally speak- 
ing, as nitrous oxide gas, is safer than this gas in 
certain selected cases. 

The problem to-day is not the matter of life 
and ceath upon the table, but what methods and 
combinations will give the best results and leave 
the patient just as we found him. To do this, the 
anesthetist should be responsible with the surgeon 
for the preliminary medication, to quiet the nerves 
of the patient in addition to the usual routine 
procedure. THe should also be informed and con- 
sulted if the patient is nauseated after the oper- 
ation. In the vast majority of cases we now have 
no nausea or vomiting, but we should not be satis- 
fied until we can assure all patients that they will 
come out of the anesthetic in an absolutely quiet 
and natural state. 

THE PROPER AND IMPROPER METHODS OF AD- 
MINISTRATION OF GENERAL ANESTHETICS 

Dr. S. C. Gorvon, of Portland, Maine, read 

a paper on this subject. (See p. 524.) 


RENAL EXCRETION DURING THE ADMINSTRATION 
OF CHLOROFORM AND ETHER IN GYNECOLOGICAL 
SURGICAL OPERATIONS. 

Dr. J. Westey BovEr, of Washington, D. C., 


* SURGERY, GYNECOLOGY AND OBSTETRICS 


read a paper with this title, in which he summa- 
rized as follows: 

1. From the study of sixteen cases it would 
appear that the rate of excretion of urine is mark- 
edly lessened under anesthesia produced by ether 
or by chloroform. 

2. That such diminution is greater from chloro- 
form than from ether. 

3. That while chloroform produces a dimi- 
nution in urea output this continues to maintain a 
nearly normal proportion to urinary excretion, 
while ether produces a greater proportionate 
lessening of urea than of the urine. 

4. That these two anesthetics, when carefully 
and skillfully administered, have little effect on 
the productions of casts and albumen in the urine, 
inducing it in some, stopping it in others, and in 
others either not producing it, or not materially 
modifying such production. 

5. The Trendelenburg position greatly retards 
the rapidity of urinary output. 
MAKING THE PRACTICAL 


THE ADVISABILITY OF 


ADMINISTRATION OF AN-ESTHETICS A REQUIRED 
PART OF THE MEDICAL COURSE 

Dr. REUBEN PeterRsSON, of Ann Arbor, Michi- 

gan, read a paper on this subject. 


(See page 525.) 


METHODS OF OBTAINING ANAESTHESIA 
IN HOSPITAL PRACTICE 
Dr. J. CLARENCE WEBSTER, of Chicago. (See 


page 522 


IMPROVED 


522.) 

A general discussion followed the symposium. 
All of those who took part in it expressed them- 
selves as being fully convinced of the great need 
of having more expert anesthetists in America. 


CONSERVATISM IN SURGERY OF THE PELVIC ORGANS 

Dr. HerMAN J. Botprt, of New York, said that 
the exsection of a part of an ovary, the seat of 
small cystic degeneration, or the puncturing of 
the small cysts, does not deserve the name or con- 
servative surgery, because the small cystic degen- 
eration is without significance. 

Plastic surgery on suppurating Fallopian tubes 
is considered as bad surgical judgment, rather 
than as conservative surgery, because the patients 
upon whom such a procedure is undertaken are 
not cured by it. 

The removal of a pedunculated subperitoneal 
myoma should not be considered conservative. It 
is only a common sense procedure. Good judg- 
ment must be used in interstitial multiple myomata, 
and in multiple subperitoneal myomata, if the 
latter have attained to more than four or five centi- 
meters in diameters. To retain the uterus in such 
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cases is conservative surgery. It is also conser- 
vatives urgery to retain the whole or a part of the 
uterus in cases of an abscess in the uterus. A 
case of the latter class was related in which about 
one-third of the uterus had been removed and 
the woman subsequently conceived and was de- 
‘livered at term. 

In cases of ovarian tumors, an attempt should 
always be made to regain functionating ovarian 
stroma from the base of the tumor. In all cases 
of doubtful character of the tumor a frozen section 
of it should be made, if possible, by the pathologist 
of the hospital, and his report on the character 
of the tumor be obtained before the abdomen is 
closed. The operation has been done forty-five 
times in cases of bilateral tumors during the past 
twenty years, and with one exception there has 
been no occasion to regret the procedure. The 
menstrual function has been retained in all patients ; 
some have conceived and were delivered at term. 

Two specimens were presented to elucidate the 
technique. 

REMOTE RESULTS OF OVARIOTOMY 

PROFESSOR HorMEIeER, Wurzburg, Germany, 
read this paper, which will be published in this 
journal. 


SURGICAL TREATMENT OF DYSMENORRHEA AND 
STERILITY IN WOMEN 


PROFESSOR SAMUEL Pozzi, Paris, France, read 


a paper on this subject which will appear in a 
later number of this journal. 


POST-OPERATIVE PERITONEAL ADHESIONS 

Dr. GEORGE GELLHORN, St. Louis, Mo., read 
a paper on this subject (See page 505.) 

SIGNIFICANCE OF PERITONEAL ADHESIONS FOL- 

LOWING OPERATIONS 

Dr. Henry T. Byrorp, Chicago, contributed 
a paper with this title which will appear later in 
this journal. 

Dr. JoHn G. Crark, Philadelphia, discussed 
the anatomical and pathological factors concerned 
in the promotion of adhesions, and described 
some hitherto overlooked points in the technic 
which lead to this sequel. He likewise spoke of 
the frequency of post-operative adhesions and 
discussed their treatment. 

Dr. Henry C. Core, New York, compare’ the 
present with the former after-results of laparotomy. 
Of 70 to 75 patients who recovered from the oper- 
ation in preaseptic days, many were practically 
invalids for life, due to imperfect technic. Com- 
plications that are now rare were then common. 
Examples were given. The reasons are unskilful 
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manipulation, infection, use of large silk ligatures, 
glass drains, bad after-treatment, etc. The etiol- 
ogy and pathology of omental and intestinal ad- 
hesions were discussed by him. Opposed raw 
surfaces are more likely to adhere. Gauze pack- 
ing and early movement of the bowels do not pre- 
vent it. There may be a localized traumatic peri- 
tonitis, as in simple cases of interval appendici 
tis, etc. 

Medical treatment is of no avail in marked cases. 
It is necessary to reopen the abdomen, separate 
the adhesions, and cover raw surfaces in such a 
manner that the adhesions will not re-form. 

Although humiliating to abdominal surgeons to 
admit it, up to-this time we have no certain means 
of preventing the formation of adhesions in com- 
plicated The introduction of foreign 
bodies, films, powders, etc., is foreign to the spirit 
of modern surgery. Early purgation is not always 
a prophylactic measure, and is often harmful. We 
cannot obtain healthy peritoneal flaps when there 
are extensive raw surfaces. The future method of 
prevention of adhesions still remains to be devised. 

Dr. J. CLARENCE WEBSTER, Chicago, spoke 
of adhesions following abdominal sections. He 
alluded to the faults in technic which are likely 
to injure the peritoneum and then lead to adhesions. 
In dividing the tissues with a knife or scissors, 
the operator should take care to bury raw surfaces. 
The same procedure isdemanded where adherent 
structures are separated, and although it is im- 
possible to carry this out perfectly in all cases, 
various maneuvers may be employed, in many 
instances calculated to improve the condition of 
the parts. These were described in detail. 


cases. 


ILEUS 

Dr. WILLIAM H. WATHEN, Louisville, read a 
paper on this subject, which will appear later in 
this journal. 

Dr. Howarp A. KELLy, Baltimore, discussed 
the mental disturbances following abdominal sec- 
tion, the nature of them, their frequency, the kinds 
of operations that they follow, the prognosis and 
the treatment. 

Dr. JOHN OsBporRNE Potrak, Brooklyn, N. Y., 
said that acute dilatation of the stomach as a post- 
operative complication occurred eight times in 
one thousand abdominal sections. There were 
two deaths in patients with low hemoglobin per- 
centages and low red cell counts. All patients 
were operated on under general anesthesia. Six 
had had septic processes before operation. One 
had previous gastroptosis. Vomiting began from 
twenty-four to fifty hours after operation. There 
was diffuse abdominal pain and thirst; with con- 
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tinuous and persistent regurgitant vomiting, with- 
out peritoneal irritation, which enabled one to 
make the diagnosis. The treatment consisted 


of lavage, starvation, the right latero-prone position 
with Murphy irrigation and nutrient enemata. 


URETERAL FISTULE AS SEQUEL OF PELVIC 
OPERATIONS 
Dr. Joun A. Sampson, of Albany, N. Y., read 


a paper on this subject. (See page 479). 


THE PATHOLOGY OF OVARIAN TUMORS 
Dr. THomas S. CULLEN, Baltimore, discussed 
under this head retention cysts, cystic ovaries, 
multilocular ovarian cysts, papillo-cystomata, 
carcinomata, dermoid tumors, and teratomata. 


THE BANQUET 
A very notable and culminating feature of this 
meeting, which was one of the most successful 
in the history of the society, was the dinner in 
commemoration of the first ovariotomy by Dr. 
Ephraim McDowell, given at the Waldorf- 
Astoria by the New York and Brooklyn Fellows, 
Thursday evening, April 22nd. 
Dr. J. Riddle Goffe acted as toastmaster. 
The speeches were not only instructive and 
scholarly, but valuabie historical contributions. 
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The following toasts were responded to: 
“Ephraim McDowell, the First Ovariotomist,”’ 
by Dr. Lewis S. McMurtry, Louisville, Kentucky ; 
“Mrs. Crawford: A Type of American Woman- 
hood,”’ by Dr. Edward P. Davis, Philadelphia; 
‘“*McDowell’s Successors in America,” by Dr. How- 
ard A. Kelly, Baltimore, Md.; “ McDowell’s Suc- 
cessors in the British Empire,” by Mr. Herbert 
R. Spencer, London, England; “ McDowell’s 
Successors in France,” by Prof. Samuel Pozzi, 
Paris, France; ‘ McDowell’s Successors in Ger- 
many,” by Prof. Hofmeier, Wurzburg, Germany. 

Dr. E. C. Dudley, Chicago, exhibited several 
lantern slides, one of them showing the home of 
McDowell, another which was supposed to repre- 
sent McDowell performing the first ovariotomy: 
also slides of Mrs. Crawford both before and after 
the operation. 

OFFICERS 

The following officers were elected for the en- 
suing year; President, Dr. Edward P. Davis, 
Philadelphia; First Vice-President, Dr. Seth C. 
Gordon, Portland, Maine; Second Vice-President, 
Dr. Edward Reynolds, Boston; Secretary, Dr. 
LeRoy Broun, New York; Treasurer, Dr. J. 
Wesley Bovee, Washington, D. C. 

Washington, D. C., was selected as the place of 
next meeting, in conjunction with the Congress of 
American Physicians and Surgeons, 1910. 
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On the Etiology of Acute Appendicitis. (Ein Bei- 
trag. zur Aetiologie der akuten Appendizitis.) BOEsE. 
Wien. klin. Wchnsch., 1go08, xxi, No. 51. 

Boese reports a case of appendicitis with retrocecal 
abscess in an eight-year old girl affected with a spina 
ventosa of the basal phalanx of the right ring finger. 
In the pus from the spina ventosa, the retroceecal 
abscess, the appendix and the stools the staphloccus 
pyogenes aureus was recovered. Boese thinks that 
the gastro-intestinal tract was infected by the child 
sucking her finger and that appendicitis was the ulti- 
mate result. C. G. GRULEE. 


Splenectomy for Chronic Splenic Tumors Due to 
Malaria. (La splenectomia nei tumori cronici di 
milza da malaria.) BARTERA. Beolletino della Secieta 
Lancisiana degli Ospedali di Roma, 1908, xxviii, No. 3. 

Bartera after reviewing his experience comes to the 
following conclusions: 

1. ‘The chronic splenic tumor, a very frequent 
sequela of malaria, can, either from anatomical alter- 
ation of the organ itself or because of its size, be the 
source of grave disturbances, some of which advance 
in a slow, painless manner, others quick and menacing, 
jeopardizing the life of the patient. 

2. ‘‘For a part of these cases the only means of sav- 
ing them is immediate splectomy, for the others it is 
necessary to inquire minutely as to whether they live 
in a malarial region or have suffered with malaria for 
a long time, and to examine closely the splenic tumor. 
The patients should be treated energetically, if possible 
in a hospital, where the advantage or disadvantage of 
the treatment can be controlled at all times; and when 
the patient does not become better by these means, 
splenectomy shou d be proposed without further delay. 

3. “This should be advised if the splenic tumor, in 
these patients, because of their social position, occasions 
them continuous inconvenience due to little annoyances 
and pains, and because of its size becomes an mpedi- 
ment to daily necessities of life and work.: 

4. “Splenectomy should be advised in large malarial 
tumors when there s a presumption almost absolute 
that sooner or later they will cause grave disturbances 
and the patients cannot be kept under the proper med- 
ical supervision. 


Won. 
ARTHUR B. 


R. Curpins, M. D. 
Eustace, M. D. 
FREDERICK G. Dyas, M. D. 
M. G. SEELIG M.D. 

Gro. E. Betsy, M. D. 


5. “Splenectomy should never be done in cases of 
advanced cachexia, in large tumors with marked 
adhesions, in severe ascites, and in liver involvement.” 

C. G. GRULEF. 


A Case of Subcutaneous Rupture of the Patellar 
Capsule. (Ein Fall von subkutaner Ausreissung 
des Patellarknochens. ReEIcH. (Wien. klin. Wehn- 
schr., 1908, xxi, No. 51. 

Reich reports a case of a peculiar accident to a boy 
14 years old. While the boy was exercising in & gym- 
nasium he very suddenly flexed the right knee by fixing 
the leg and throwing the body backward. As a result 
the bony portion of the patella was torn out of its cap- 
sule and the cartilaginous portion torn into three pieces. 
The boy made a perfect recovery following an open 
operation. C. G. GRULEE. 


Contribution to the Question of the Operative 
Treatment of Gunshot Injuries of the Spinal 
Cord. (Beitrag zur Frage der Behandlung der 
Ruckenmarks schusse.) W. BRAUN. Deutsch Zeit }. 
Chir. b. 94, h. 1 and 2. 

Braun combines in this admirably detailed study a 
consideration of the literature, a report of personal 
clinical experience, and an experimental study of the 
effect of intraspinal foreign bodies. From these three 
sources, he draws conclusions regarding the indications 
for operative interference in cases of gunshot injury to 
the spine. 

The first and essential indication for operative inter- 
ference should be that there exists an irritation to the 
cord, due to bullet, splinter, callus, scar, or other demon- 
strable cause. Emergency operations are practically 
only indicated in the presence of threatened severe 
infection, or progressive hemorrhage. Under ordinary 
circumstances it is always wisest to wait until an ana- 
tomical and topical diagnosis can,be established. The 
one important consideration will always be the severity 
of the injury to the cord substance itself. In those 
cases where the symptoms were mild from the onset, 
or improved rapidly, there is no indication for oper- 
ative interference. Other things being equal, it is 
wisest to delay operative interference longest in those 
cases where the bullet is known to be of small calibre; 
it is difficult to locate, and often very difficult to find 
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a projectile, when it is small, and moreover, a smal 
projectile is not apt to cause compression symptoms. 
In cases of severe injury to the cord, with slow or no 
improvement in symptoms, operative interference is 
indicated, even if a total transverse lesion of the cord 
is suspected. In such cases, however, it is not well to 
wait too long. The operation should only be “done 
after a careful segment diagnosis has been made, and 
confirmed, when possible by good X-ray pictures. 
As regards the operative procedure, Braun unqual- 
ifiedly recommends laminectomy, in preference to 
osteoplastic operations. M. G. SEELIG. 
(Primares Sar- 


Primary Sarcoma of the Pancreas. 
Wien. klin. 


com der Bauchspeicheldriise.) HALAsz. 
Wehnschr., 1908, xxi, No. 52. 

Halasz collected 23 cases of this form of pancreatic 
tumor from the literature and reports a case of Litten’s 
occurring in a child four years old. The course of the 
disease was very rapid, only a few days elapsing from 
the first symptoms until lethal exit. His own case 
occurred in a man 45 years old. The tumor was com- 
posed of ‘‘polymorphous”’ cells and showed extensive 
metastasis. C. G. GRULEE. 
Postoperative Parotitis. (Ueber postoperative Paro- 

titis.) Dr. FRANZ ORTHNER. Wien. klin. Wehnschr., 

1909,, XXII, 57. 

After remarking on the infrequency of this affection 
Orthner reports three cases occurring in connection 
with operations on the ovaries. In one of his cases 
an infected dermoid cyst was removed. Before: the 
operation and following the operation this patient was 
without fever until the appearance of the parotid in- 
flammation. He thinks that the presence or absence of 
fever should decide the question as to whether the par- 
otid infection is of septico-pyemic nature or not. If 
we must exclude from the pure type of postoperative 
parotitis all cases showing infection of any kind what- 
ever, we are more likely to overlook some true examples 
of this disease than we are to include all cases if the 
presence of infection is made the criterion. He men- 
tions the occurrence of very marked psychic depression 
in his cases which he thinks is due to disappointment 
attendant on the inconvenience of the complications 
and the setback to convalescence. C. G. GRULEE. 
The Treatment of Fistula and Drainage Passage 

Russk Vratsch, 1908, No. 47. p. 1508. 

N. J. Nemanoff reports from Professor Kadjan’s 
Clinik eight cases in which E. G. Beck's method i. e., 
Injections of bismuth-vaselin was employed and proved 
successful. Four cases of chronic empyema healed 
promptly each after one single injection, although the 
same cases were treated for months with other methods 
without success. The other four cases were those of 
extensive sinuses following spondylitis, sacrum, foot and 
ribs In these it required from one to four injections to 
accomplish entire closure. In one case the paste was 
injected into a sinus in which a sequestrum was present. 
Inflammation increased, and after removal of seques- 
trum, complete closure followed. Maximum dose 
was 80 c.c. In none of the cases did any symptoms 
of bismuth poisoning appear. 
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Intramuscular Inguinal Hernia. (Ueberin tramusk- 
ulare Inguinal herien.) Dr. VikToScHILLER. Wien. 
med. Wchnschr. 1909, xxii, No. 7, 235 


The writer states that only 27 cases have so far been 
reported in the literatures and gives extensive de- 
scriptions of four new cases. Of these cases two were 
congenital monolocular, one acquired monolocular 
and one a congenital bilocular. 

Schiller thinks that undescended testicle is a strong 
etiological factor and that in one of his cases the trouble 
was caused by a poorly fitting truss. 

In the majority of cases the intramuscular hernia 
is of the monolocular congenital variety. The testicle 
lies in the immediate vicinity of the external ring and 
is usually atrophic. The tumor is usually oblong, 
rarely larger than an egg and its long axis is parallel to 
Poupart’s ligament. These hernia are very hard to 
reduce and show a marked tendency to incarceration. 

C. G. Gruter, M. D. 


Thread Foreign Body after Gall-stone Opera- 
tions. (Das Fadenrezidiv nach Gallensteinopera- 
tionen.) Deutsche Zeitschrift fur Chirurgie. B. 93, 
hft 3. Dr. med. H. FLoRCKEN. 


In discussing his subject Florcken remarks as follows: 

With Petersen and Kehr, one differentiates between 
atrue and false foreign body after gall-stone operations. 
We can speak of a genuine foreign body only in cases 
in which, arfter complete removal of all concrements 
from the gall bladder and gall passages, renewed forma 
tion of gall stones occurs, under the caption of artificial 
recurrence. Certain cases with or without stone, have 
in post operative adhesions, or where hernia has devel- 
oped, simulated gall-stone cases; gastric or duodenal 
catarrh, according to Kérte, may also cause symptoms. 
(Hysteria). 

Another exception for the pseudo foreign body is 
given by Ehrhardt, who holds that small masses of 
mucus accumulate in the bile passages and are held by 
the swelling of the mucous membrane, in cases where 
the gall bladder and the cystic duct have not been 
removed. 

Similarly, Mohr believes that up to date the most 
frequently observed inflammatory colics following 
operation are without stones. Petersen enumerates 
in his statistics a case of genuine recurrence, where 
one-half year after cholecystostomy, little yellow gall 
stones occurred in the stools, accompanied by colic. 

With a review of the literature, I find that gall-stone 
formation about threads is described six times. 

What causes this formation about a thread? Ac- 
cording to Naunyn, it is a catarrh of the bile passages 
which plays the primary role and which leads to a pro- 
fuse desquamation of epithelium. The cause of the 
catarrh is a stagnation of the bile and the introduction 
of microorganisms and the infection of the gall bladder. 
Thudicum holds that a chemical change of the bile 
for the precipitation of the cholesterin is necessary and 
this change is brought about by the bacteria. Aschoff 
holds that cholesterin is not produced from the des- 
quamated epithelium, but from the bile, and that chole- 
sterin stones can be produced directly from the bile 
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without inflammatory changes of the mucous mem- 
brane. For the so-called cholesterin-calcium stones, 
Bacmeister thinks, upon the ground of the works of 
Aschoff and Ehrhardt, inflammation must take place. 
FREDERICK G. Dyas. 


Purulent Diseases of the Urinary Tract in Child- 
hood. Pyelitis, Pyelocystitis and Cystitis. 
(Ueber die eitrigen Erkrankingen der Harnwege in 
Kindesalter. Pyelitis, Pyelocvstitis und Cystitis.) 
F. Goprert, Ergeb. d Inn. Med. v. Kinderheilk., 
1908, II, 30-73. 

The clinical picture which Goppert has so ably dis- 
cussed is based on a total of 108 cases seen in eight 
years in private practice. Of these 108 cases only 4 
have seemed to be directly dependent on gastro intes- 
tinal affections and only 18 others stand in any remote 
connection whatever to diseases of that character. 
This experience is distinctly different from that re- 
ported by other writers. 

In his cases males are affected in 1o-11 per cent. 
The disease is extremely rare before the third month, 
but Is most frequent in the 4th, 5th and 6th months 
while it becomes rather rare after 18 months. Breast 
children predominated and 23% of all cases showed 
the exudate diathesis. The kind of nourishment and 
the degree of bodily cleanliness seemed to have no 
effect. Most cases occurred between May end 
August, which may have been done to the maceration 
of the skin of*the external genitals from sweating. 
Bacilli were found in the urine of all but 3 cases in 
which cocci were found. 

The disease is severest in infants, showing high fever, 
with much irritation, frequently convulsions. Vom- 
iting is almost regularly present in the first days, but is 
Respiration is often increased 
In spite of the high 


not frequently repeated. 
and cough frequently present. 
fever the skin of the face has a yellowish white color. 


Diarrhoea is frequently present. Loss of appetite is 
very marked. Icterus was seen in two cases. 

The severest time is the first 8-21 days. Swelling 
of the kidneys may be present but is very hard to de- 
termine; the swelling is usually on the right side. 

After 3-6 weeks the child is emaciated, pale and cry- 
ing; the fever is remittem. There is loss of appetite, 
thrush or red oral mucous membrane, sighing, breath- 
ing, and sunken abdomen. These untreated cases 
may recover spontaneously, but they usually take a 
long time and recurrences are extremely frequent. 

Symtoms pointing to involvement of the bladder are 
rare, pain on urination occurring only once in his series. 
The fever is usually continuous at first and later be- 
comes remittent or intermittent. 

Most cases begin abruptly, but some are insidious in 
onset and show a chronic course. It may be that these 
cases offer an explanation of the spontaneous pyelitis 
occurring in pregnancy. The writer thinks that the 
trouble is a pyeltis because of the severity of the 
symptoms. 

The diagnosis is made by examination of the urine. 
This is acid, contains albumin and shows pus cells in 
varying numbers, usually the more the younger the 
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child. Beside the pus cells there is seen a large mono- 
nuclear cell with glairy protoplasm. Goppert thnks 
that the case may be regarded as severe if a drop of the 
urine shows 6-8 leucocytes to the field. The trouble 
is that as a rule we do not think to examine the urine. 
Symptoms which may suggest the disease are pallor 
of face, extraordinary irritation and foul smelling 
urine. 

Of 84 cases observed over a long period 7 died in the 
first attack and 3 of recurrences, a mortalety of 12°. 
Three other cases died of other causes and three failed 
to follow treatment, making in all 16 cases or a mortal- 
ity of 20'¢. In the infants the prognosis as to life 
depends largely upon the early beginning of treatment. 
Most of the otlder children live. Recurrences are 
frequent and may come after months or years. The 
pyelitis may be the basis for a hydronephrosis or for 
an albuminuria of the orthotic type. Even if the 
course is favorable the final recovery is likely to take 
months. In proper treatment convalescence should 
begin in the infants in from 15 to 30 days, in the older 
children in 8 days 

The treatment consists in urinary antiseptics, es- 
pecially urotropin and salol, alkaline diuretics and 
plenty of fluid. Hippol was used with success in 3 
cases. Dietetic treatment is very important during 
the stage of convalescence. C. G. GRULEE, 
Appendicitis in Childhood. (Ueber Appendizitis im 

Kindesalter.) Dr. CARL SPRINGER. Prag. 
Wehnschr. 1909, xxxiv, No. 7 and 8, 89, 105 


M.D 
med. 


Springer draws the following facts from about 100 
cases. Appendicitis is more frequent in children under 
to years than in adults over 30. The appendix is 
relatively !onger in children and contains much more 
lymphatic tissue. There seems to be little or no con- 
nection between appendicitis in children and intestinal 
catarrhs, errors in diet, intestinal worms or tonsolitis. 

The point of tenderness is usually lower than Mc- 
Burney’s point and can often be located by rectal 
examination. Due to the low position of the appendix, 
bladder symptoms are very common. Springer re- 
cognizes three types of cases; first, those cases where 
the bladder symptoms are added to the general picture 
of appendicitis; second, those where the bladder sym- 
toms form the principal picture to the exclusion of the 
symptoms pointing to the appendix; and third, those 
cases where we have a true edema of the bladder wall. 

As a rule the onset of the disease in children is more 
sudden and stormy than in the adult. 

The diagnosis is not difficult. The principal affection 
to be differentiated are cystitis, intestinal invagination 
and volvulus, tuberculous ulceration of the intestine 
and tubercular peritonitis, coxitis and spondylitis, 
pneumonia and intestinal colic. 

The prognosis in children is more grave than in the 
adult, but the author thinks that this is largely due to 
the fact that they do not come as early to operation. 

The earlier the operation the better, and interval 
operations are as much to be advised here as in the 
adult. One should never give these children cathartics. 

C. G. GRuLEF, M. D. 
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The Propaganda against Cancer of the Uterus. 
Pror. PASTALOZZA, Rome. La Ginecologia Moderna, 
Oct., 1908. 

Pestalozza urges an active propaganda throughout 
Italy in order to familiarize the people with the insid- 
ious onset of cancer, the all-important necessity of an 
early diagnosis, and an early radical abdominal hyster- 
ectomy according o the methods of Freund and Wer- 
thein. 

The people must be taught that only initial cancer 
of the cervix is curable, and that in all advanced can- 
cers even the radical operation is only palliative. Re- 
searches along the lines of serum-therapy as carried out 
by Sanfelice on animals, based on his hypothesis of the 
blastomycetic origin of malignant epithelial neoplasms 
would seem to have a hopeful future. The future 
treatment of cancer will depend on surgery and serum- 
therapy. When serum-therapy becomes established 
on a firm basis, surgical cure of cancer will be relegated 
to second place. 

Little can at present be done in the way of prophy- 
laxis, with the exception of removing local conditions 
believed to be predisposing to cancer, such as lacera- 
tions and erosions of the cervix. 

Gro. DE TARNOWSKY. 


Carcinoma of the Uterus, with Metastases in the 
Lungs and Pleural Cavities. Dr. H. Orrer- 
GELD, Frankfurt. Archiv. }. Gynekologie, bd. 87, 
hit, 2. , 

The lungs are a favorite seat for metastases in the 
case of cancer of the uterus, while the pleural cavities 
are but rarely involved. 

FREQUENCY OF METASTASES IN THE PLUERA 

Sibley, in the Middlesex Hospital, found the condi- 
tion in two out of forty-four cases of cancer of the 
uterus. 

Dittrich, in Prague, found two cases in sixty cases of 
cancer of uterus. 

Béquerel, in the Salpétriére, in Paris, reports one in 
fifty-one cases. 

Bzau and Dybowski found in Virchow’s material 
of 202 cases, three cases with secondary involvement 
of pleura. 

Albers-Schénberg, in Hamburg, found metastases 
of the pleura in eleven out of 564 cases. 

Buday, in Klausenburg, in two out of 158 cases. 


FREQUENCY OF METASTASES IN LUNGS 


Wagner found them in 6 per cent of his cases. 
Albers-Schénberg in 5.1 per cent of his cases. 


E. C. DupLey, M.D. 
Gro. De Tarnowsky, M. D. 
CarEY CULBERTSON, M. D: 


Siinger v. Herff, in 7 per cent of his cases. 

From his examination of the literature, Offergeld 
found 118 individual cases, in which secondary in- 
volvement existed in the lungs, in the presence of cancer 
of the uterus. 

These metastases may take place early, when the 
primary uterine growth is still very small, even where 
the neighboring lymphatics are still uninvolved. The 
usual location for the secondary pulmonary growths 
is in the central portion of the lower lobes. The lesion 
is most frequently bilateral. 

The metastases take place both through the circu- 
latory and the lymphatic systems. 


SUMMARY 

1. Cancer of the pleura is very rare, in primary can- 
cer of the uterus. 

2. Cancer of the pleura is found only in advanced 
cases of cancer of the uterus, and especially in cancer 
of the cervix. 

3. Cancer of the pleura secondary to cancer of the 
uterus, arises only through the lymphatics and then 
only after passing through the pulmonary and bron- 
chial lymph glands. 

4. The clinical symptoms are indefinite. 

5. Metastases in the lungs, in cancer of the uterus, 
are relatively frequent (5-7 per cent). - 

6. Such metastases in the lungs are found relatively 
early. 

7. These pulmonary metastases are usually bilateral 
and are found especially in the central zones of the 
lower lobes. 

8. They arise chiefly through the circulatory system. 

g. Carcinomatous Lymphangitis is very infre- 
quent in the lungs, in the case of primary carcinoma 
of the uterus. RaLpH WALDO LOBENSTINE. 


Adeno-fibro-myxo-chondro-sarcoma of the Cer- 
vix Uteri. (Tumeur en grappe du col de l’uterus. 
Tumeur a tissus multiples.). MM. Purcw ET Mas- 
SABUAN. Annales de Gyn. et d’Obst., May, 1908. 

This article is the case report of a woman 59 years 
old, a nullipara, in whom menstruation, established at 
the eleventh year, had been regular, rather scanty, 
and painful at times, until the menopause intervened 
at the age of forty-two. Four years after this, while 
straining at stool, she expelled from the vagina a small 
mass resembling flesh, with profuse hemorrhage. At 
irregular intervals during the next two or three years 
she sustained small losses of blood, with steadily in- 
creasing leucorrhoea and occasional fragments. She 
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suffered relatively little pain. Vaginal examination 
revealed a red, grape-tike lobulated tumor, bleeding 
easily to the touch and continuous by a slender pedicle 
with the inner wall of the cervical canal. It seemed 
to be composed of myxomatous tissue and was readily 
removed by dividing the pedicle with the thermo- 
cauterv. 

The pacient for five years was apparently cured, 
until, with recurring hemorrhage, a mass similar to 
the primary growth but considerably larger reappeared. 
Vaginal hysterectomy was recommended, but was 
refused. Examination of the first tumor revealed a 
massive basal formation nodulated on the surface. 
On being opened these nodules proved to be capsular, 
enclosing not a fluid but a viscid gelatinous material. 
Pediculated nodes of various sizes composed the free 
portion of the tumor, giving it the grape-like apperance. 
The growth was hard, dense and of a reddish-yellow 
color. Myxomatous degeneration appeared in large 
areas On microscopic section, as well as numerous 
small cysts. Fan-like rays of connective tissue spread 
out into a cauliflower growth, extending into the region 
containing gelatinous fluid. The larger nodes, more 
definitely pedunculated, showed less of this change, 
each node rather being formed of a jelly-like mass en- 
closed in a thin-walled capsule. 

' CAREY CULBERTSON. 
Retro-uterine Haematocele. (Hematocele retro-uter- 
ine par rupture d’un kysts folliculaire hemorrhagi- 
que d’un ovaire microkystique presentant des le- 
sions hemolymphangiomateuses.) DE ROUVILLE. 
Aanales de Gyn., et d’Obst., April, 1908. 

The interesting feature of this case report consists 

in the fact that the retrouterine hamatocele was not 


due to an extrauterine pregnancy but resulted from 
the rupture of a follicular cyst in an ovary, mocrocystic, 
which showed lesions of a hemolymph-angiomatous 


variety. The patient, 33 years of age, entered the hospi- 
tal 48 hours after a severe attack of hypogastric pain, 
with collapse. Next day the pain had left, but the ab- 
domen remained tender. The cervix was closed and 
fixed against the pubes, while a soit, fluctuating, tender 
swelling occupied the cul-de-sac. This mass was 
thought to be a retro-uterine hematocele due to the 
rupture of a tubal pregnancy. During the next eigh- 
teen days there occurred three attacks of acute pain, 
with rapid pulse, anxiety, and enlargement of the pel- 
vic mass, so that the abdomen was opened. The 
uterus, almost normal, was elevated and forced against 
the anterior abdominal wall, a large mass of blood fill- 
ing up the pelvic cavity as high as the sigmoid flexure. 
Adhesions were easily broken up and the clots were 
removed. The left tube was normal, the left ovary was 
somewhat sclerotic and cystic, but the right was mark- 
edly increased in size, adherent, and containing a folli- 
cular cyst which upon rupture discharged a sero-sang- 
inous fluid. Near this was a rupture into the ovarian 
tissue, filled with a blood-clot. The right ovary and 
tube were removed, the wound closed with drainage, 
and the patient recovered. There was no evidence of 
any product of gestation. 

The hemorrhage had apparently originated in one 
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or more follicular cysts surrounded by angiomatous 
tissue, the cysts, in turn, having developed from 
ovarian follicles. 

De Rouville regards this case as merely one of the 
few exceptions to the rule of Faure and others that all 
hxmatoceles are due to the rupture or abortion of an 
extra-uterine gestation. He mentions another patient, 
aged 21, who developed a hematocele after three 
attacks of pelvic peritonitis due to tubo-ovarian lesions. 
Reference is also made to Lemoine’s collection of thir- 
teen cases of hematocele due to uterine fibromata, 
and to Soulie’s case due to salpingitis. De Rouville 
mentions as well, cases similar to this one of his own 
that have been reporte by Gottschalk, by Marchand 
and by Cornil. CAREY CULBERTSON. 


Fibro-epithelial Changes in the Mammary Gland. 
(Zur Kenntniss der Fibro-epithelialen Veraenderung 
der Brust dreuse, unter Beruecksichtigung des Klin- 
ischen Verhaltens.) PAUL THIELE. Arch. juer Klin. 
Chir. b. 88, h. 1. 


In this paper Thiele reports the clinical histories, 
and microscopic findings in twenty-one cases of disease 
of the breast. He considers in particular the changes 
in the connective tissue, epithelium, and fatty tissue, 
and concludes from his studies that fibro-adenoma, 
cystosarcoma phyllodes, and mastitis chronica cystica 
possess many points of similarity, and may be grouped 
together under one head. A more or less definite en- 
capsulation, or a more or less pronounced growth of 
connective tissue in some instances, or epithelial cells 
in others is all that serves to differentiate one of the 
group from the other two. These diseases can not be 
considered as primarily neoplastic nor as_ primarily 
inflammatory in nature; but rather as a degenerative 
process sui generis, to which Thiele gives the name 
fibro epithelial degeneration. The first step in the 
pathological process is an abnormally rapid growth 
of the epithelial lining of the acini and the formation 
of small epithelial cysts. Next in order, and usually 
early, there occurs a change in the connective tissue, 
which change however, can not be regarded as inflam- 
matory in nature. From this early start, the disease 
may progress by gradual stages, to the development 
of pure sarcoma or carcinoma, with metastasis forma- 
tion. The earliest sign of malignancy is polymorphism 
of the nuclei of the various cells, a phenomenon which 
occurs quite a while before the orderly arrangement 
of the cells is interfered with, and before the membrana 
propria of the various acini is broken through. ‘There 
is no definitely determinable etiological factor. The 
disease often starts at the time of puberty, and it is 
usually impossible to determine clinically when malig- 
nancy develops. As a result of this it should be con- 
sidered a rule to excise all circumscribed growths of 
the breast. If the lesion is diffuse and particularly 
if both breasts are involved it is permissible to delay 
operative interference for a time. It is of the greatest 
import to realize that malignant degeneration may 
occur only in one small spot and therefore not to base 
too much assurance on the appearance of one or two 
sections. M. G. SEELIG. 
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Labor in Elder Primiparz. IpA Democn. Beitr. cir 
Geb. & Gyn., B. xiii, H. 11. 

The author exantined 190 labor cases, 150 women 
from 27 to 35, the rest women from 35 to 45 years. She 
comes to the conclusion that the border line for elder 
primipare is not 27 years, as is generally taken, but 35; 
the average labor before this age is not much different 
from the labor in younger women. Above 35 years, the 
frequency of operative interference grows, especially 
forceps becomes oftener necessary on account of the 
rigidity of the soft parts, weak labor pains, and general 
exhaustion. Among the 4o cases, in 19 cases, or 47 per 
cent, surgical interference became necessary, and 10 
forceps operations were necessary, which is 25 per cent. 

The number of boys outweighs the girls 105 to 87 
girls. Contrary to the general belief of the increase of 
deformities of the pelvis with age, there were only 2 
cases of narrow pelvis. The duration of the labor 
averaged in the 150 cases of the women from 27 to 35, 
15¢ hours, in the others, 174 hours, but the author 
believes that this relatively short duration is conditioned 
by the material of the clinic, which consists of the 
laboring class. H. ScHILIER. 


Prolapse of the Cord in Deformed Pelves; an In- 
dication for Caesarean Section. A. Covuve- 
LAIRE. Annales de Gynécologie, January, 1go9. 

As basis of this study, Couvelaire gives the statistics 
of prolapse of the cord in deformed pelvis, in cephalic 
presentations, as observed at the ‘‘Clinic Baudelocque”’ 
from 1893-1904. This period was chosen for the 
reason that during this time Pinard and his colleagues 
endeavored especially to safeguard the life of the child. 
The analysis of this list of cases is the following: 

Thirty-one cases, giving a maternal mortality of o 
per cent, give a foetal mortality of 13, i. e., 42 per 
cent. 

Of these deaths, 3 occurred in 7 primipere and 10 
in 24 multiperew. In 5 cases of the list, the foetus was 
dead before admission to the hospital, thus leaving 
26 cases with 8 deaths. 

The method of treatment was: 

(a) 1 case —rubber bags, followed by int. podalic 
vesion; child alive; 2,500 grammes; diag. 
conj. rr cm. 

(b) 2 cases, int. podalic version; cervix fully dilated 
at time of rupture of membranes; immediate 
delivery. 


RALPH WALDO LOBENSTINE, M. D, 
C. G. GruLeg, M. D. 


I para; diag. conj. 11 cm.; child 3,930 grammes, 
alive. 
I] para; diag. conj. 10.5 cm.; 
grammes, alive. , 
(c) 23 cases, manual reposition of cord was tried. 
(1) In 17 cases, the manual reposition was suc- 
cessfully done. 
In 14 of these 17 cases, labor ended spontaneously, 
giving 11 live children and 3 dead. 


child 2,920 


Child Weight 
grammes 
2,710 
35300 


Diag. Conjug. 

Parity cm. 

9.2 

I 10.5 
III 10. 4,080 
Ii! 10.3 3,800 
IX creas 3,210 
Il Ra dks 3,510 
2,880 
3,100 
2,950 
2,980 
3,250 
3,480 
sets 3,230 
Ill 10.7 3,210 
In 3 cases (out of the 17 in which reposition was suc- 
cessful), the head would not engage in the brim and 
symphysiotomy was done, at completion of cervical 

dilatation. 


11 children alive 


3 born dead 


Four Successive Cesarean Operations on One 
Patient. A. B. Davis. Bulletin of the Lying-in 
Hospital of the City of New York. 

Davis reports the fourth successful Cesarean section 
on an Austrian woman. All children were healthy and 
vigorous at birth. The patient was up on the eleventh 
day, the baby being strong and healthy. 

C. G. GRULEE. 


The Treatment of Postpartum Hemorrhage. By 
J. Ciirron Epcar, M.D. The American Journal 
of Obstetrics and Diseases of Women and Children, 
Dec., 1908. 

The advisability of the administration of ergot as a 
preventive at the completion of the third stage, is still 
an unsettled question in obstetrics. Edgar is frankly 
in favor of ergot at the completion of the third stage 
as a routine in all cases. Ergot used after the uterus 
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is empty is useful as a preventive not only of hemor- 
rhage, especially in multipare and atonic cases, but 
of sepsis, and after-pains, and as an aid to involution. 
One, two or possibly three doses of ergot in the begin- 
ning of the puerperium does not effect one way or the 
other the function of lactation. 

Undoubtedly the most important factor in the pre- 
ventive treatment of postpartum hemorrhage is the 
proper management of the third stage of labor. 

Unless there is actual uterine relaxation or hemor- 
rhage after the expulsion of the child, the hand as a sen- 
tinel is placed about the fundus, and the latter lightly 
grasped; but no attempt should be made to actually 
deliver the placenta for thirty minutes. 

Sharp hemorrhage taking place, whether the placenta 
be attached or separated, calls for active Credé expres- 
sion followed by rather vigorous fundal massage to 
cause and maintain uterine contraction and retraction. 
The introduction of the fingers and possibly the whole 
hand into the uterus may be necessary to separate a 
wholly or partially adherent placenta. A syringefull 
of aseptic ergot injected into the thigh at this time is of 
great aid in inducing uterine contraction. In an emer- 
gency the bimanual compression of the emptied uter- 
us, the vaginal hand grasping the cervis, and the hand 
on the fundus forcing the latter downward and forward 
against the symphysis, thus tending to occlude the 
uterine blood-supply is sufficient. At the same time the 
ulnar surface of the fundal hand slips backward to com- 
press the abdominal aorta and vena cava. This is al- 
ways a ready method to hold the bleeding until 
preparations to administer a hot acidulated intra- 
uterine douche or to pack the uterine cavity can be 
made. 

A vaginal examination should always be made, and 
if the cervical canal allows it, the uterine cavity ex- 
plored and any retained material removed. If the 
cervical canal will not allow of the passage of the finger, 
and the hemorrhage persists, the canal must be dilated 
and any retained material removed. Contraction is 
then secured by hot vaginal or uterine irrigation, 
swabbing the uterus out with acetic-acid solution and 
the subcutaneous injection of aseptic ergot. 

FRANK W. VAN KIRK. 


The Treatment of Accidental Hemorrhage and 


Placenta Previa. By Grorce L. BropHEap. 
The American Journal of Obstetrics and Diseases o} 
Women and Children, Dec., 1908. 

Should bleeding be severe from the onset, the uterus 
should be emptied slowly or rapidly, according to 
the amount of blood loss. When hemorrhage is not 
free, Brodhead believes that the induction of labor by 
means of the modified Champetier de Ribes bag is the 
best plan of treatment. Should the hemorrhage be 
profuse, the cervix must be dilated quickly by the fingers 
or Bossi dilator, or be incised if necessary, then version 
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performed, the extraction of the child following 
imediately after. When the blood loss has been large, 
the uterus should be packed with gauze as a routine 
procedure. 

Placenta Previa. —When the diagnosis of placenta 
previa has been established, the patient should be ad- 
vised to have her pregnancy terminated at once, the 
only exception to this rule being made in the case of 
patients who can be under constant supervision in a 
well-equipped hospital. Immediate intervention is the 
safest plan of treatment. 

Lateral Placenta Previa. — Hemorrhage during 

pregnancy, or the early part of labor, from the site of 
a lateral placenta previa, would be treated in the same 
manner as already outlined for accidental hemorrhage. 
When bleeding occurs late in life and if hemorrhage is 
not profuse, rupture of the membranes alone will in 
some instances be sufficient to allow the presenting part 
to descend, thus causing enough compression to control 
the bleeding. Should hemorrhage continue, the child 
should be extracted by forceps or version. 
Marginal or Partial Placenta Previa.— When the cervix 
is rigid and the os but slightly dilated, or when in an 
emergency one is unprepared for other methods of pro 
cedure, tamponade of the cervix and vagina is an excel- 
lent plan of treatment. For many years, podalic version 
by the internal or Braxton Hicks method has been the 
most extensively employed of all methods. 

When the cervix is well dilated, version is usually 
the best treatment, but in all cases wh€n the cervix is 
not completely dilated, extraction must be made slowly. 
Following the removal of the placenta, we believe the 
uterus should be packed with gauze as a routine pro- 
cedure as the surest method at our command of pre- 
venting further blood loss. 

When the cervix is but slightly dilated, the modified 
Champetier de Ribes bag may be used to great advan- 
tage. If bags are not at hand, we advise the use of the 
Braxton Hicks version, and failing in that, the cervix 
should be dilated with the fingers sutficiently to allow 
the introduction of the hand, after which podalic ver- 
sion, slow extraction and uterine tamponade follow. 

Central Placenta Previa. — Probably the most fre- 
quent and generally useful plan of procedure has been 
to force the hand through the placenta, seize a foot and 
perform a podalic version, following this by ex- 
traction and uterine tamponade. 

Section for central placenta previa has been more 
successful, as Holmes collected nine cases with a ma- 
ternal moriality of 11 per cent and an ultimate foetal 
mortality of 44 per cent. Miller, of Pittsburg, has 
treated fourteen cases of central variety by preliminary 
ligation of the uterine arteries. His technique is to 
ligate the artery on either side, through the vagina, and 
then, having controlled hemorrhage, he preceeds slowly 
to deliver. 

FRANK W. VAN KIRK. 








BOOK REVIEWS 


TExT Book oF GYNECOLOGICAL DIAGNOSIS. 
By George Winter, M.D., Carl Ruge, M.D. 
Edited by John G. Clark, M.D. After third 
revised edition. Philadelphia and London: J. P. 
Lippincott Co. 1909. 

Professor J. G. Clark of Philadelphia, editor 
of the English edition of this work, gives us his 
view of the work in the following language: 

“The history of American gynecology is replete 
with brilliant achievements, and much of the 
pioneer work of such pathfinders as McDowell, 
Sims, the Atlees, Hodge, Emmet, Skene, Goodell, 
and others has been incorporated in the basic prin- 
ciples of modern diagnosis and treatment of the 
diseases of women. This work so conspicuously 
begun by our countrymen has been worthily main- 
tained by a large number of skilled successors, who 
are still in the zenith of their careers. 

* Although much has been established in the 
practice of gynecology in the United States, we 
owe much nevertheless to English and Continental 
gynecologists for the discovery and inauguration of 
many essentials, in theory and practice, and especi- 
ally must we pay tribute to the painstaking re- 
search of German specialists, who have been inde- 
fatigable co-workers in creating from a minor field 
a great specialty, which takes equal rank with other 
representative branches of medicine. To their 
epoch-making discoveries in embryology, to their 
careful elaboration of the topographical anatomy 
and histology of the generative organs, to their 
infinite patience in the investigation of questions 
relating to the pathology and bacteriology of the 
diseases of women, to their establishment of various 
principles relating to surgical and therapeutic 
treatment, and to their faithful study of the ultimate 
results of operative measures we may attribute 
much of the progress of this specialty. 

Of the younger school of German gynecologists, 
Professor Winter occupies a representative posi- 
tion, and his experience as a teacher of gynecology, 
first in the University of Berlin, and later in the 
University of Kénigsberg, has amply fitted him to 
write a practical book on gynecologic diagnosis, 
judiciously leavened, but not overburdened, with 
the science of this subject. The text is clear and 
concise, and is so effectively illustrated that all 
imporant points are brought out in sharp relief. 

In addition to the practical part of the book, 
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which has been so carefully prepared by Professor 
Winter, Professor Carl Ruge, the distinguished 
investigator and teacher of microscopic diagnosis, 
has contributed a very valuable section on this 
subject and its important bearings upon the eti- 
ology, diagnosis, and treatment of the diseases of 
women. That the laboratory must frequently be 
the court of final resort in the early diagnosis of 
cancer is convincingly demonstrated by this mas- 
ter. 

‘*Therefore, because of the merit of this German 
text-book, it is a pleasure to stand sponsor for this 
English translation.” 

While in general the principles of gynecology 
are, with minor variations, identical the world over, 
nevertheless each country shows national prefer- 
ences. In order to adapt this translation to Ameri- 
can use, brief editorial annotations have been 
made here and there, which have appeared essen- 
tial to the wider adaptation of the book to this 
country. These comments are contained in sep- 
arate editorial paragraphs, enclosed in brackets, 
thus leaving the translated German text intact. 

To Dr. R. Max Goepp are due the thanks of the 
editor for his splendid translation, which has faith- 
fully preserved the author’s meaning and yet has 
clothed it in most attractive English. 

FRANKLIN H. MarTIN. 


Tue PeEtvic ENLARGING OPERATIONS. By 
Dr. August Mayer, Tiibingen Publisher, Karger, 
Berlin. 

This is by far the most exhaustive and valuable 
contribution to the literature of this subject that 
has appeared for some time. 

The opening chapters are devoted to a historical 
revew ot the contracted pelvis, its significance, and 
the various operative procedures devised to com- 
bat it. Symphyseotomy, past and present, is dis- 
cussed at some length, and the view expressed that 
the operation has not as yet gained a permanent 
foothold in our obstetrical armenterium. Zweifel, 
whom the author justly credits as being the best 
exponent of the operation, has been unable, in 
spite of his large experience, to establish any reg- 
ular, unvarying technique. 

The maternal mortality, in the hands of the best 
operators 6 per ceni, hardly admit comparison 
with hebosteotomy and also exceeded that of 
6 
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Cesarean section in the same clinic. Inability to 
establish a reliable technique, the danger of infec- 
tion of the cavum prevesicale through an open 
wound in the soft parts, the protracted conva- 
lesence and permanent bladder sequel, have all, 
in the opinion of Mayer, combined to cause the 
operation to be abandoned by the majority of 
operators. 

Hebosteotomy is next discussed. The signifi- 
cance of the operation from the anatomical stand- 
point is shown by the fact that inasmuch as the 
separation is not in the median line, the important 
supports of bladder are not disturbed. The prin- 
cipal sources of hemorrhage are described as the 
large veins in the labia majoria, the corpus caver- 
nosum clitoridis, and the bulbus vestibuli. A 
number of operators have modified the operation, 
with the idea of passing the needle between’ bone 
and crus clitoridis, thus avoiding injury to the 
cavernous plexus, but Tandler has proven this to be 
impossible, by reason of the relation of the crura 
clitoridis to the bone, and even if it were possible, 
the vessels must be torn when the bone separates. 
The author prefers the so-called ‘“ Déderlein 
subcutaneous method,” to the “open method’’ or 
the purely subcutaneous, the latter according to 
the statistics of the Dresden clinic resulted in 26 per 
cent of bladder injuries. Mayer is convinced 
- that the operation is one for the specialist and that 
its exact indications are difficult to determine. 
The lower limit is given as a conjugata vera of 6.5 
to 7 cm., which, however, is increased 1 c.m. in a 
generally contracted pelvis. Previous attempts 
with the forceps are held to be bad, and the opera- 
tion contra indicated, where the child already 
injured by a protracted labor is threatened by an 
acute danger. As to immediate delivery following 
the operation and the awaiting of spontaneous 
labor, one should be governed by the individual 
case. Several chapters are devoted to the author’s 
experimental work upon animals with a view to de- 
termining the nature of union in this operation, 
and a number of cases from the author’s clinic 
are discussed in detail, illustrated with excellent 
Roentgen skiagraphs. H. K. Greson. 


MANUAL OF SURGERY. By Alexis Thompson, 
F. R. C. S. Ed., Assistant Surgeon Edinburgh 
Royal Infirmary; Surgeon to the Deaconess Hos- 
pital, Edinburgh, and Alexander Miles, F. R. C. S. 
Ed., Assistant Surgeon Edinburgh Royal Infirmary ; 
Surgeon to Leith Hospital. J. B. Lippencott & 
Co. 

This enlarged and revised maual appears in 
second edition, the first volume containing approx- 
imately 800 pages with 313 illustrations, mostly 
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wood-engravings of exceptional merit, together 
with some reproductions from skiagraphs. 

This volume treats of general surgery, the first 
chapters being given to repair and treatment of 
wounds in general, then follow chapters on inflam- 
mations and their sequelw, bacterial and other 
wound infections. Eight chapters are given to 
injuries of the bones and various joints, the dif- 
ferent pathological conditions being fully illus- 
trated. 

The last chapters have to deal with diseases of 
individual joints, shoulder, hip, and knee, includ- 
ing tuberculosis, arthritis deformans, and neuro- 
arthropathies, especially. 

Following are various deformities of the ex- 
tremities both congenital and acquired. 

Volume II is of the same size, containing 203 
illustrations and treats of regional surgery, going 
more fully into the surgical anatomy of the parts, 
taking up in a consecutive manner the various 
regions of the body as they are often correlated in 
diseased conditions. 

The authors have omitted much which is the- 
oretical, and questionable and have given only as 
much pathology as bears directly upon diagnosis 
and treatment of the condition under consideration. 
The surgical anatomy of the tissues and regions 
concerned is brief but comprehension, the object 
being to facilitate further study rather than com 
pletely cover the field. 

The illustrations are clear and many of them, 
being from private collections, appear here for the 
first time. 

The books are clearly and concisely written, the 
subject-matter standing out in heavy type, and are 
designed for the use of practitioners, at the same 
time not being too comprehensive, relegating all 
minute descriptions and hypotheses to text-books 
on histology and pathology, as to render them 
beyond the scope of under-graduate students. 

HERBERT A. Ports. 


SURGICAL DISEASES OF THE ABDOMEN. By 
Richard Douglas, M.D. Second edition. Phila- 
delphia: P. Blakiston’s Son & Company. 1909. 


This practical work by Richard Douglas ap- 
pears in its second edition, having been edited by 
Richard A. Barr. The author seems to have been 
actuated by a desire to elucidate the difficulties of 
diagnosis by inducing the reader to make a more 
thorough study of the causes and nature of condi- 
tions and make possible a preparatory knowledge 
which he says is not only essential to perfection in 
operative technique but which will deter the con- 
scientious operator from undertaking tasks beyond 
his skill. The work is one of diagnosis and theory 
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rather than an attempt to profusely give an opera- 
tive technique. It is an effort to present the prin- 
ciples of surgery. FRANKLIN H. MARTIN. 


SURGERY OF THE Upper ABDOMEN. In two 
Volumes: Volume 1. Surgery of the Stomach 
and Duodenum. By John B. Deaver, M. D., and 
Astley P. C. Ashhurst, M. D. Philadelphia:  P. 
Blakiston’s Son and Company, 1909. 

The first volume of this comprehensive work 


by the two well-known masters of surgery, indicates . 


another long stride forward in the important 
epoch represented by the surgery of the upper 
abdomen. This first volume treats of the surgery 
of the stomach and duodenum. The second 
volume, which has not yet appeared, will treat of 
surgery of the liver, gall-bladder, pancreas, and 
spleen. 

The book is published by P. Blakiston’s Son and 
Company, and the high character of the text and 
illustrations gives them an opportunity to show 
their well-known skill in the art of medical book 
making. 

The following subjects are covered in this 
volume: Anatomy, Physiology of Digestion, 
General Diagnostic Considerations, Benign Dis- 
eases of the Stomach and Duodenum, Gastric 
Ulcer, Pylorie Obstruction, Infantile Stenosis 
of the Pylorus, Pylorospasm, Acute Dilatation of 
the Stomach, Atonic Dilatation of the Stomach, 
Secondary Gastric Dilatation, Gastroptosis, Ob- 
struction of the Cardiac Orifice of the Stomach, 
Congenital Imperforation of the Esophagus, 
Cardiospasm, Cicatricial Contraction of — the 
Cardia, Hour Glass Stomach, Gastric Divertic- 
ula, Benign Diseases of the Duodenum, Duo- 
denal Ulcer, Congenital Imperforation of the Duo- 
denum, Strictures of the Duodenum, Chronic 
Dilatation, Hour Glass Duodenum, Diverticula 
of the Duodenum, Myoma and Fibro-myoma, 
Adeno and Papilloma, Lipoma, Cysts, Osteoma, 
Concretions, Angeioma, Lymphadenoma, Plastic 
Linitis, Miscellaneous Affections of the Stomach 
and Duodenum, Malignant Diseases of the 
Stomach and Duodenum, Injuries of the Dia- 
phragm, Stomach and Duodenum, Technique 
of Operations, Complications and Sequels. 

The illustrations of this volume, credited to 
Charles F. Bauer, maintain a high standard of 
excellence and accuracy of detail which enhance 
materially the understanding of the text. The 
authors state that many of them are original, 
others having been redrawn with alterations 
and additions which have suggested themselves 
to them, from such well-known sources as 
Andrews, Bardeleben, Bennett, Caird, Cautley and 
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Dént, Cuneo, Guibe, Mayo, Mongour, Moynihan, 
Musser, and Sobotta. The chapters on Anatomy 
and Physiology were prepaed by P. J. Skillerna 
Jr., and the work is wortrhy of special commend- 
tion. 


A MANUAL OF THE DISEASES OF INFANTS AND 
CHILDREN. By John Rurah, M.D., Clinical 
Professor of Diseases of Children in the College 
of Physicians and Surgeons, Baltimore. Second 
edition. Philadelphia: W. B. Saunders Co. 1908. 

This manual is intended largely for students, and 
its compact form and concise descriptions will 
appeal to them. 

Some acceptable additions and changes have 
been made in this second edition. 

The consideration of most of the subjects is, 
however, too condensed for the average practitioner 
or the pediatric specialist. 

While many of the illustrations are good. some 
are rather crude and might well be omitted. 

The chapter on therapeutics and on how to use 
pediatric literature should be of great value to the 
student. 

Many practitioners could gain some needed prac- 
tical points from the section on the medical inspec- 
tion of school children. 

The flexible leather cover makes the book con- 
venient to use. H. W. CHENEY. 


BLoop EXAMINATION IN SURGICAL DIAGNOSIS. 
By Ira S. Wile, M. D., Surgery Publishing Com- 
pany, New York. 1908. 

Since the subject of hematology has developed 
into a subject worthy of a place in the curricula of 
medical schools, its vast literature is not readily 
accessible to the general practitioner. This little 
book is for the purpose of making clear to surgeons 
the technique of hematology. The point of view 
is that of the surgeon, the observations those of 
the hematologist, the interpretations those of the 
surgeon and hematologist. The immense litera- 
ture has been interpreted in relation to its practical 
importance and surgical value in diagnosis and 
prognosis. F. H. M. 
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